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Under the name of lazarine leprosy, there has been described in the 
literature, particularly in the European, a clinical form of this disease, 


characterized by bullous formations followed by eschars and deep 


mutilating ulcers. 

Zambaco Pacha, the famous Franco-Turkish leprologist, has written 
an excellent description of this form of leprosy from which we quote 
the following: 


La flicténe se rompt et, malgré toutes les précautions prises, les applications 
locales de toute nature et les traitements internes les plus variés, la petite ulcéra- 
tion gagne de plus en plus les tissus environantes et acquiert ainsi plusiérs centi- 
metres de largeur. Dans la varieté rongeante en profondeur, les tissus sont de 
plus en plus desorganisés, les tendons se dénudent et, dans les cas hereusement 
rares, ce travail de destruction survenant au niveau d’une articulation, peut malgré 
tous les efforts qu’on lui oppose arriver jusqu’a2ux ligaments, les attaquer a leur 
tour et detacher le membre. (The bulla ruptures, and despite all precautions, 
local applications of all kinds and the most varied internal treatments, the little 
ulcer invades more and more of the surrounding tissues and becomes several 
centimeters in diameter. In the variety with deep ulceration the tissues are more 
and more disorganized, tendons are exposed, and in some cases, fortunately rare, 
the destructive process extends to a joint and in spite of all attempts to stop it, 
attacks the ligaments one by one, detaching the extremity.) 


It is peculiar, and it makes the diagnosis difficult, that in most cases 
there are no other symptoms of the disease, the patient presenting only 
destructive gangrenous ulcers, but no lepromas or macular lesions or 
any other dystrophic manifestations of leprosy. In Zambaco’s words: 


Sans aucun emprunt symptomatique aux autres formes de la maladie; il n'y 
a eu ni tubercules, ni retraction des doigts, etc... (Without any sign of the other 
forms of the disease; there were neither tubercles nor retraction of the fingers, 
etc. ) 


_* Submitted for publication, March 1, 1930. 

* Read at the Fifty-Third Annual Meeting of the American Dermatological 
Association, Cleveland, June 20, 1930. 

1. Pacha, Zambaco: Les lepreux ambulantes de Constantinople, Paris, Mas- 
son et Cie, 1897, pp. 261-277. 
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ARCHIVES 


Jeanselme,? in his well known “Dermatologie exotique,” mentioned 





lazarine leprosy in a few short paragraphs and dismissed the subject 





thus: 







On donne le nom de lepre lazarine a une forme dans laquelle ces elements de 





pemphigus escharotique sont nombreux et se developpent sur des taches erythe- 






mateuses, independamment de tous outres phenoménes apparents de la lepre. Cette 
affection est frequente en Amerique en particulier en Mexique. (The name 
lazarine leprosy is given to a form in which these elements of pemphigu: 






are numerous and develop on areas of erythema, independent of all other apparent 






phenomena of leprosy. This condition is frequent in America, particularly in 






Mexico.) 







This last remark is most interesting, since in the literature at our 





disposal we have found very few and scanty references to this form 





of leprosy by American writers. Isidore Dyer * wrote: 






Builous leprosy must be noted as important, particularly as it is an early g 
form. The lesions come on the hands and feet over the joints of the fingers, as 
a rule. The bullae repeatedly occur at the same spot until finally the epidermis 
is lost and bullae can not form. Scarring with mottled pigmentation follows 








Sometimes necrosis supervenes and deformity from loss of bone results. 





In 1922, one of us (G.M.C.)* presented before the Latin-American 
Medical Congress two patients afflicted with this type of leprosy. We 
also presented the bacteriologic proof in the form of numerous slides 
showing Hansen’s bacilli. In this paper it was also remarked that the 








cases reported in Cuba by Guiteras and others under the name of chappa 






were mostly cases of this type of leprosy. 
In 1924, one of us (G.M.C.)° again presented the subject before 
the Seventh National Congress of Medicine in Havana, identifying as 






leprosy the majority of the cases reported by Guiteras under the name 






of chappa," while others were cases of sporotrichosis. The leprous 






nature of these cases was later confirmed by Drs. Recio and Hoffmann, 






who reported finding Hansen’s bacilli in the secretions and in the sec- 






tions of the skin of these patients. 
On two different occasions one of us (V. P.-C.) presented cases of 







this nature before the Cuban Dermatological Society, causing animated 







discussions.* 





2. Jeanselme: Dermatologie exotique, Paris, Masson et Cie, 1904, pp. 34-35. 

3. Dyer, Isidore: Reference Handbook of Medical Science, New York, 
William Wood & Company, 1913, p. 8&1. 

4. Caballero, G. M.: Sobre algunos casos de lepra desconocida entre nosotros 
y sobre la verdadera naturaleza de la Chappa descrita en Cuba, Vida nueva 21:63 
(Jan. 15) 1928. 

5. Caballero, G. M.: Con motivo de un caso de lepra, Rev. méd. de Matanzas, 








September, 1929, 
6. Guiteras, J.: Chappa (Acropatia Mutilante), Havana, 1904. 
7. Pardo-Castello, V.: Case Reports, Bol. Soc. cubana de dermat., October 








and December, 1929. 





PARDO-CASTELLO-CABALLERO—LAZARINE LEPROSY 


CLINICAL DESCRIPTION 


A total of twenty-three cases of lazarine leprosy has been observed 


by us. In all of them symptomatology and course have been practically 


the same. 

The beginning is usually rapid, sometimes sudden; the patient, 
apparently in excellent health, presents an erythematous patch about the 
size of a silver dollar, usually located in one of the extremities, and on 
which a blister develops containing clear, hematic or slightly cloudy 
fluid. This blister soon breaks down, leaving a raw, oozing surface, 
which gradually assumes a darker hue, and finally, in the course of a 
few days, turns into a hard, dark, well limited eschar. At this time, 
the lesions may be quite large, reaching a diameter of from 4 to 5 
inches (10.5 to 12.7 cm.). In some cases, when blisters develop in 


close formation, the result may be an enormous sphaceloderma. Under 


lig. 1—Lazarine leprosy. An ulcer of the abdominal wall developed on the 
site of an erythematous spot. Hansen’s bacilli were found. No other apparent 


lesions were seen in this patient. 


the sloughing tissue an ulceration progresses, disorganizing the sub- 
cutaneous structures, muscles, tendons and bones, opening the joints 
and ending in tremendous mutilations. In two of our patients lesions 
of this type developed simultaneously on both hands and feet, causing 
a most pitiable state of invalidism. 

The gangrenous tissues are eliminated in three or four weeks, and 
deep, irregular ulcers remain, from which tendons and even pieces of 
bone are eliminated. The granulation process is very slow, and in the 
course of several months to a year, cicatrization is completed, with 
atrophic depigmented scars as the final result. 

In some cases, instead of erythema, a solitary nodule first appears, 
breaks down and leaves a deep ulcer. In still other cases a tremendous 
pachydermic edema of the arm or leg is observed; as a rule, bullae 
develop on the distended skin and follow the same course to gangrene 
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and ulceration. The disease may be confined to one extremity, but 
often two or more extremities are affected simultaneously or successively. 

This mutilating process is accompanied by surprisingly few general 
symptoms ; the temperature hardly ever rises above 38 C. (100.4 F.), the 
appetite usually remains good, and in general organic functions suffer 
little. Pain is never a prominent symptom and is usually absent even in 
cases of the most frightful mutilations, the patient complaining only at 
times of a burning sensation. The sensibility, as in all cases of leprosy, 
is altered, and large pieces of skin may be removed from the edges of 
the ulcers without eliciting pain. 

When the ulcers become secondarily infected, the patient becomes 
acutely ill, with septic symptoms and the general picture of blood 


infections. 





Fig. 2.—Ulcer consecutive to a nodule. Hansen’s bacilli were very abundant. 
This ulcer opened the joint, and the epiphysis of both bones was eliminated, 


resulting in a shortening of the finger and ankylosis. 


In twenty-two of twenty-three cases of this type of leprosy, no 


other symptoms of the disease could be found, and in only two patients 


was there a history of leprosy in the family. In one case there were 
typical lesions of classic leprosy, such as enlargement of the ulnar 
nerves, alopecia of the eyebrows and disseminated areas of analgesia. 


REPORT OF CASES 

The clinical history of two typical cases will serve to illustrate the 
type of lazarine leprosy just described. 

Case 1—W. G., a white Cuban boy, aged 7 years, was seen for the first time 
on Jan. 14, 1924, suffering from a large ulcer of the left leg. His parents were 
farmers and had always been healthy. There was no evidence or history of 
syphilis or of tuberculosis. There were five brothers, all of whom had suffered 
from malaria but from no other disease. 
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The patient had always been apparently healthy, until one month previously, 
when his mother noticed a red area about the size of a dime in the left popliteal 
space and marked edema of the surrounding parts. A physician who examined 
the child at that time prescribed wet dressings. Eight days later the edema had 
reached enormous proportions, and the whole thigh and leg appeared greatly 
enlarged with hard, unyielding edema. On the popliteal region there appeared a 
small blister filled with seropurulent fluid. The general health of the child 
remained unimpaired; there was no pain; the temperature was about 37 C. (98.6 
.), and his sleep was normal and his appetite good. 

His physician made an incision in the popliteai region to relieve the intense 
edematous infiltration. The wound remained wide open, oozing clear lymph, Eight 
days later another incision was made in the inguinocrural region, with identical 
results. The general condition of the patient then became worse; the temperature 
rose to 40 C. (104 F.), and chilis and delirium developed. 

A few days later the patient was examined by one of us (G. M. C.). He 


was very pale and sick, with intense suffering pictured on his face. On exam- 


Fig, 3.—Sphaceloderma following bulla. Hansen's bacilli positive. 
iation, the head was well formed; the eyebrows were normai, and there was no 
nasal deformity or infiltration of the ear lobes. There were no enlarged glands 
in the neck; the thyroid was not paipable. The thoracic organs were apparentl) 
normal, and the skin of the trunk presented a normal appearance. [Examination 
of the abdomen revealed a slightly enlarged liver and a markedly enlarged spleen. 
but they were not painful on pressure. There were no enlarged abdominal 
glands, and there was no vomiting or diarrhea. 

The right lower limb was normal; the knee reflexes were also normal, and 
there was no muscular atrophy or enlarged lymphatic glands. 

The left leg was the seat of a large ulcer in the popliteal region with its 
diameter in the direction of the axis of the limb. The bottom of this ulcer was 
a vivid red and showed gangrenous masses here and there, the result of disin 
tegration of the subcutaneous structures; its edges were irregular, raised and 
rolled. There was an offensive seropurulent discharge. In the inguinocrural 
region there was another ulcer of similar aspect covered with sloughing, sub- 
cutaneous tissue. 

Microscopic examination of the secretions obtained from under the gangrenous 
tissue showed an enormous amount of acid-fast bacilli with all the characteristics 
of Hansen's bacillus. 
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Ten months later, after both ulcers had almost healed, the child was seized 
with chills and high fever which lasted for four days, and suddenly a small ulcer 
was noticed on the anterior surface of the left ankle. Hansen’s bacilli were not 
recovered from this ulcer. 

The child returned home and has not been seen again. 

Case 2.—J. C., a white man, aged 24, a Spaniard, a worker in the sugar fields, 
was admitted to the hospital in May, 1929, suffering from a deep and irregular 
ulcer on the right knee. The ulcer had been present for two months, its onset 
dating from a slight injury he had received from a bush thorn while working 
in the fields. The patient was transferred to the Institute of Cancer, where one 
of us (V. P.-C.) was called in consultation. He was ordered removed to the 


ward for diseases of the skin. 











lig. 4.—Pachydermic edema of the arm with multiple bullae. 


On examination, the skin was normal, except for the ulcer on the knee. 
\Wassermann and Kahn tests gave negative reactions repeatedly, and examination 
of the local discharges showed only pyogenic organisms. Although there was no 
evidence of syphilis and in spite of the negative reactions, a course of arsphena- 
mine and bismuth was instituted, without influencing the local condition in the 
least. The ulceration finally healed under local treatment with gentian violet and 
ultraviolet radiation. 

In October, 1929, when the patient was ready to leave the hospital, a sudden 
pachydermic edema developed on the left foot, and almost immediately after this, 
on both hands and forearms. This edema was entirely painless, and produced 
an enlargement of the arms to about three times their normal size. A few days 
later, the same phenomenon was observed on the right foot. There were areas 
of erythema on the edematous skin on which numerous blisters developed, which 
rapidly broke down, leaving raw, oozing surfaces. The temperature was high in 
the evenings, reaching 40 C. (104 F.) during five consecutive days. Urinalysis per- 
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formed at this time showed a trace of albumin, granular and hyaline casts and 
epithelial cells of the kidney. A sloughing process followed on the affected skin, 
which resulted in the formation of large plaques of gangrene which were slowly 
eliminated in the course of four weeks. The middle finger of the left hand suffered 
a massive process of gargrene and finally had to be removed. 

Investigations for malaria, filariasis, glanders, tuberculosis, etc., were always 
negative. Enormous amounts of Hansen’s bacilli were found in all the cutaneous 
lesions. 

Biopsy was performed on the lesions of the knee and of the left hand, causing 
no pain. On the epidermis there was acanthosis with large columnar interpapil- 
lary projections; the cells of the rete were swollen, and there were many poly- 


morphonuclear leukocytes among these cells. On the corium there was a marked 








lig. 5—Deep, irregular ulcer which penetrated into the joint. Hansen’s bacilli 


were present in great numbers. 


vascular dilatation with patchy infiltration, which was made up of lymphocytes, 
plasma cells, and here and there collections of polymorphonuclears. In the retic- 
ular layer the infiltration was more marked around the blood vessels and was 
made up entirely of plasma cells. There were hemorrhagic foci throughout the 


corium. 


These two cases serve to illustrate the condition here reported. 


Further case reports would only make this article longer without adding 


anything special to our purpose of description. 


BACTERIOLOGY AND PATHOLOGY 


In the fluid of the bullae, but particularly in the secretions from the 
ulcers, numerous acid-fast bacilli were found in all cases. These bacilli 
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were grouped in masses forming typical globi, which in some cases 
were so tightly packed that they appeared as red, irregular masses in 
the microscopic field. 

The reports of Drs. Recio and Hoffmann, bacteriologist and patholo- 
gist, respectively, who examined these cases, are as follows: 

There is a very rich cellular infiltrate in the corium, especially around the 
blood vessels and glands. This infiltrate is composed of proliferating conjunctive 
tissue cells, lymphocytes and plasma cells. There are no giant cells. In sections 
stained with Ziehl-Neelsen stain, there are some acid-fast bacilli in groups and 
some inside large cells. 


Inoculations of pus and tissue into guinea-pigs by Dr. Recio and by 


us gave consistently negative results. Cultures in agar, blood agar, 





Fig. 6.—Bullae and sphaceloderma. Hansen’s bacilli were found in the con- 
tents of the blisters and in the ulcers. The arm was amputated. 


Petrowsky’s medium, blood serum, and Sabouraud’s medium were 
always negative, only common pyogenic organisms being present. 

A section obtained from an ulcer of the hand in one of our cases 
was examined by Dr. David L. Satenstein, who reported as follows 
(fig. 6): 

There are two zones of leprous tissue in this slide. One is rather deep in 


the cutis around the nerve trunks, and the other is superficial, near the epidermis. 


PROGNOSIS AND TREATMENT 


In most cases the course of the disease is slow, and several months 


or even a year elapses before the lesions heal, leaving atrophic, achromic 


scars, which are often anesthetic. In most cases the patients seem to 





PARDO-CASTELLO-CABALLERO—LAZARINE LEPROSY 


recover entirely until the next attack. In a good many of our cases 
no further lesions have appeared, and these patients have been lost from 
observation. 

Four of our patients died with the picture of acute septicemia, and 
the autopsy on one of them showed acute bronchopneumonia. 

In two cases, amputation of the arm was necessary, owing to com- 


plete disintegration of the hand and to secondary infection. 





Fig. 7.—Typical ulcers in lazarine leprosy. No other lesions were seen in 
this case. 


In another patient, after apparent good health for one year and a 
half, a new lesion developed on the right malar region, which fortunately 
healed without much scarring. 

In a woman, aged 50, a deep ulcer situated on the right knee pene- 
trated into the joint; the patella was eliminated as a sequestrum, and 
acute arthritis developed. The leg was saved after resection of the 
knee joint. 

Four of the twenty-three cases seen by us were tatal, and relapses 
occurred in five of the remainder after various periods of freedom. 
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Notwithstanding the apparent freedom from symptoms during long 
periods of time, we believe that the infection is present as a latent con- 
dition. This is proved by the occurrence of relapses in the cases that 
we have been able to follow. 

Treatment is symptomatic. We use esters of chaulmeogra oil intra- 
muscularly as a supposed specific. The eschar should be removed sur- 
gically as soon as delimitation is possible, and packs of chlorinated soda 
and irrigations with the same surgical solution used continuously. In 
this fashion we have avoided secondary infection and saved many a 
limb from amputation. 

Strychnine, camphorated oil and other general tonic measures are 


employed to keep up the patient’s strength. 








Fig. 8.—Pachydermic edema and sphaceloderma. Hansen's bacilli were present 
in great numbers. The middle finger of the left hand had to be amputated. 


SUM MARY 

1. Twenty-three cases of lazarine leprosy are reported. The con- 
dition is characterized by erythematous patches, nodules or pachydermic 
edema, on which one or several bullae may develop, followed by slough- 
ing, deep ulcerations and mutilations. The lesions appear mostly in the 
extremities. 

2. Of the twenty-three patients seen by us, four died with symp- 
toms of septicemia. Others were apparently cured after several months 
or a year, and of these five had relapses. 

3. In all our cases Hansen’s bacilli were recovered from the fluid 
of the bullae or from the secretions of the ulcers. In two cases, bacilli 
were also found in the mucous membrane of the nose. 

4. Lazarine leprosy is an early manifestation of the disease, and, 
as a rule, is not accompanied by any other symptoms of leprosy. 
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ABSTRACT OF DISCUSSION 

Dr. Howarp Fox, New York: I am interested in this subject partly because 
I have seen a good deal of leprosy, but es «cially because I had the opportunity 
to see one of the cases described in this report. I saw the patient in Havana in 
January, before the diagnosis had been definitely made. After excluding numerous 
other possible diagnoses, Dr. Pardo-Castello suggested leprosy to my surprise. It 
was a revelation to me to see a case of this disease with extensive bullous and 
gangrenous areas and marked elephantiasic swelling, in which none of the ordinary 
clinical signs of leprosy were present. We are indebted to Dr. Pardo-Castello for 
bringing this unusual form of leprosy to our attention. 

Dr. V. PArpo-CAsTELLO, Havana, Cuba: I have been asked by some of the 
members regarding the term “lazarine.” I did not know what else to call the 
condition, so I borrowed this name from the French. Lazarus, the Biblical figure, 
has been connected with leprosy for many centuries. 

















PITYRIASIS LICHENOIDES ET VARIOLIFORMIS 
ACUTA (HABERMANN) * 


FRANCIS E. SENEAR, M.D. 
AND 


EDWARD A. OLIVER, M.D. 


CHICAGO 


Within the past year, we have encountered three cases in which the 
eruptive manifestations corresponded exactly to the disease described in 
the Continental and British literature under the title ‘Pityriasis 
Lichenoides et Varioliformis Acuta.”’ 

This apparently unusual condition is characterized by a papular 
eruption which resembles both papular syphilis and pityriasis lichenoides 
chronica. The clinical and histologic aspects of the disease would lead 
one to diagnose it as pityriasis lichenoides chronivca, except for the 
acute course and the inflammatory aspects of some of the lesions. 

The disease was given its name by Habermann,’ but was originally 
described by Mucha* in 1916. Since that date, however, cases have 
been described by Rusch,* Oppenheim,* Kruger,® Habermann,' Alm- 
kvist,° Gray,’ MacCormac,* Haldin-Davis,® Roxburgh,'? Sibley," 
Dowling ** and Wigley.** 

We herewith record the histories of three cases that we believe 


to be typical examples of this disease. 


REPORT OF CASES 
Case 1.—The patient was a high school boy, aged 17. His father and mother 
were living and well. There was no history of tuberculosis in the family. When 





* Submitted for publication, March 1, 1930. 
* Read at the Fifty-Third Annual Meeting of the American Dermatological 





Association, Cleveland, June 20, 1930. 
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first seen by us, on Feb. 1, 1929, he stated that the disease had begun three 


months previously. His general health was excellent. He had had the ordinary 
diseases of childhood. 
On examination, he presented a maculopapular eruption that extended from 


lis clavicles to the waist line, although it was confined at first to the anterior 











Fig. 1 (case 1).—Appearance at first visit showing maculopapular eruption 


with hemorrhagic crusting. 


surface of the body from the pubic region to the nipples, and the flexor aspects 
of the arms. The eruption did not follow the lines of cleavage of the skin. A 


few lesions were present above the nipple line in front and a very few on the 
back of the neck. The lesions were papular and varied in size from that of a 
pinhead to about half the size of a pea. These papules were in some instances 
round and in others oval, and were slightly raised, yellowish-brown, and sharply 
defined. The eruption did not itch. On the head of the penis were a few rup- 
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tured pinhead-sized vesicles. The lymphatic glands in the groin were palpable; 
those in the cervical and epitrochlear regions were not. The eruption looked much 
like a maculopapular syphilid or a pityriasis lichenoides chronica, except that in a 
few of the papules was seen beginning vesicle formation, and on others, crusting 
and small dried areas of hemorrhage. Here and there a papule had a pinkish 




















Fig. 2 (case 1).—Closer view of eruption showing one vesicle and the varioli- 
form type of scarring. 


halo, while an occasional one was surrounded by a gray collaret of scales. There 
were no lesions in the mouth or about the anus, and the extensor aspects of the 
arms, back and legs were free from lesions. 

The patient was a large, well built boy. The temperature was 98.6 F.; the 


pulse, 72. The tonsils had been removed, the teeth were excellent, and a general 





SENEAR-OLIVER—PITYRIASIS LICHENOIDES 


physical examination showed no signs of disease of either the lungs or the heart 
Several Wassermann tests were negative with all antigens. An examination of 
the blood showed hemoglobin 88 per cent, red blood cells 4,400,000 and white 
blood cells 8,600. 

The patient was given a soothing lotion and was next seen on February 14, 


two weeks later. A biopsy of a beginning lesion on the abdomen was made at 














Fig. 3 (case 1).—Appearance four weeks after initial visit, showing more 


intense type of the eruption. 


this visit. The eruption had spread somewhat and had apparently increased in 
severity. The papules seemed to stand out more distinctly and had spread so 
that there were more lesions on the chest and upper part of the arms. 

The date of his next visit was March 9, three weeks later, when the entire 
picture seemed to have changed. The eruption had become still more acute; many 
of the lesions were larger and more vesicular, and lesions had appeared on the 
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Fig. 4 (case 2).—Posterior view showing isolated hemorrhagic lesions, and 
anterior view showing generalized papular eruption. 
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upper part of the back, the sides of the neck and the backs of the shoulders. On 


the tops of some were minute areas of hemorrhage, and on the apexes of others 
were small areas of crusting. The patient was treated on that day with the 
Alpine sun lamp and was thereafter seen once a week until May 1. At each 
visit, he was given treatments over his chest, abdomen and back with the Alpine 
sun lamp, together with a soothing lotion to be used locally. 

On May 1, the eruption showed the first signs of involution. The papules 
and papulovesicles appeared to be disappearing from the chest and abdomen, leav- 
ing small areas of pigmentation; but over the back and shoulders a few new 
papular lesions had appeared. 

By June 1, however, all of the eruption had disappeared, leaving a few varioli- 
form scars and areas of pigmentation. 

Case 2.—A young man, aged 23, of slender build, was first seen on June 26, 
1929. because of an eruption that had been present on the trunk and extremities 
for the past four weeks. 

The patient first noticed a few reddish spots on the flexor surfaces of the 
forearms. Gradually the trunk and thighs became involved. There were no 
subjective symptoms. There was no history of any lesion on the genitalia, and 
the patient, who had been married for three years, denied extramarital exposure. 
There was no history of maiaise, sore throat or any other general symptoms. 
The past history was negative. The teeth were in apparently good condition; the 
tonsils were small and buried, but clean. 

On examination, there was present over the trunk, upper and lower extremities, 
a disseminated papular eruption. The involvement was most profuse over the 
abdomen, chest, axillary regions, buttocks and thighs. The exposed parts (face, 
neck and hands) were free from lesions, and the legs showed only a few. The 
mucous membranes were clear, as was the anogenital region. 

The lesions were firm, reddish to reddish-brown, rather waxy appearing, 
pinhead-sized to split pea-sized, round and oval papules with flat tops. Some of 
these papules showed slight vesiculation at the center, while in others the exudate 
had dried to form crusts. A few showed no vesiculation or crusting, but pre- 
sented whitish scales, more pronounced at their peripheries. A few of the lesions 
were distinctly hemorrhagic. Many of the lesions showed none of these secondary 
changes. The lymphatic glands were not noticeably enlarged, although the left 
epitrochlear and the inguinal glands were palpable. 

The systolic blood pressure was 110; the diastolic, 70. The Wassermann and 
Kahn reactions were negative on three occasions. The Pirquet reaction was nega- 
tive, and roentgenologic examination of the chest showed no pathologic condition. 
A complete examination of the blood, including a blood platelet count and a 
fragility test, showed no notable abnormalities. 

The patient was observed frequently for a period of eleven weeks. During this 
time, no new lesions appeared, but many more of the earlier lesions became crusted 
and the number of hemorrhagic lesions increased, although no pure vesicles were 
apparent at any time. Nearly all of the lesions faded gradually, so that fifteen 
weeks after the onset the only remaining evidence of the disorder was the presence 
of some pigmentation, and at the sites of the previously hemorrhagic lesions, 
there was a definite scarring of varioliform type. 

Case 3.--A robust man, aged 38, had had an eruption for five weeks. The 
lesions first appeared on the inner surfaces of the thighs, and quickly spread over 
the trunk and upper extremities. On examination, the patient was found to have 
a profuse papular eruption involving the trunk, principally on the anterior aspect, 
the thighs, and the upper extremities, the flexor surfaces of the latter being 
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affected chiefly. The lesions were discrete, rounded or oval, dull reddish and 
but slightly elevated papules. Most of the lesions were smooth and rather shiny, 
or covered with thin, whitish scales, but a number of them were covered with 
thick, blackish crusts. Subjective symptoms were lacking. The results of the 
general examination were negative; the mucous membranes were clear, and the 
lymph glands were not enlarged. The patient was married and gave no history 











lig. 5 (case 1).—Section from an early lesion on the abdomen showing clear 


spaces in the rete and a rather intense cellular infiltration in the papillary portion 
of the corium. 


of extramarital exposure, and there was no evidence of a primary lesion. In 
spite of these observations, we felt that clinically the eruption was a rather malig- 
nant syphilid. The Wassermann reaction was negative on three occasions. Unfor- 
tunately, it was impossible to obtain a biopsy specimen, and the patient refused 
to come in for further observation. Two months after the first observation, 
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however, he reported by telephone that the eruption had disappeared spontaneously 
1 month after we had seen him, leaving only brownish spots and a few small 


whitish scars. 
PATHOLOGY 


1. (Biopsy of a Very Early Lesion).—A small but definite amount of 


Cast 
The stratum corneum was not thickened, nor did it con 


acanthosis was present. 








Fig. 6 (case 1).—Section showing clear spaces in the rete, the cellular in!il- 


tration, shredding and flattening of the cells in the rete mucosum and poor detfini- 


tion of the dividing line between corium and epidermis. 


tain any nuclei. The stratum granulosum was one layer of cells in depth, but 


these were more heavily staining than those from the epidermis of the more 


normal portion. 
rhere were clear spaces of varying size and irregular shape and devoid of 


content in the vicinity of the basal cell layer of the epidermis; in places, these 
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extended slightly into the rete mucosum, while in other places the floor of the 
spaces was in direct contact with the papillary corium. 

There was but little evidence of intracellular edema in the cells bounding 
these spaces, except that they appeared possibly a trifle larger, as though they 
were the seat of some edema, and in places appeared elongated as if from pressure 
of fluid. The cells in the rete mucosum stained with the same intensity in this 
area as in the normal bordering epidermis. A few polymorphonuclear cells were 
detected in the vicinity of these clear spaces. Although these spaces were assumed 











Fig. 7 (case 2)—Section showing edema and vesiculation of epidermis, 
together with edema and infiltration of corium. 


to be collections of fluid and not artefacts nor changes similar to the lacunae 
of lichen planus, it cannot be said with certainty that they constituted early 
vesicle formation. 

In the vicinity of the clear spaces, particularly among the cells of the lower 
portion of the rete, the cells were of a somewhat shredded appearance, being 
elongated and perpendicular to the surface of the corium, and making the line of 
demarcation between the papillary layer of the corium and the epidermis indistinct. 
There was a rather dense cellular infiltration occupying the pars papillaris of the 
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corium, which was sharply demarcated. This consisted principally of small round 
cells and elongated connective tissue cells, and was most marked in the vicinity 
of the capillaries. 

This portion of the corium showed edema, as evidenced largely by its pale 
staining. The corium elsewhere was the seat of a moderate amount of perivascu- 
lar cell infiltration, but was otherwise of approximately normal appearance. 

In the portion of the section examined, there were no hair follicles, sebaceous 
glands or coil glands. 

Case 2 (Later Lesion, Papule Developing Necrosis) —The epidermis was 
covered by a moderately thick scale, which was loose and but slightly adherent, 
and showed slight parakeratosis. In one area there was slight crust formation 
heneath the scale. The epidermis was intact, except at one place which overlay 
the largest of the spaces to be noted later, where the suprapapillary rete was 
lost. The suprapapillary rete was thinned throughout. In the least changed 
parts, the granular layer was intact, and there was slight intracellular edema of 
the rete cells. Toward the center of the specimen, the granular layer became 
thinned and then discontinuous. The intracellular edema increased until the rete 
cells showed complete ballooning degeneration, and there was an associated increas- 
ing intercellular edema. The edema was greatest in the suprapapillary rete, and 
between the rete pegs the basal layer became disorganized. In several places, 
distinct, large, clear spaces were formed in the deeper part of the suprapapillary 
rete, the underlying papillae also being involved to some extent. These closely 
resembled the spaces described in case 1, but were evidently distinct vesicles. The 
rete pegs showed no changes, except for a moderate lengthening. In the place 
where the suprapapillary rete was lost, as mentioned, the rete pegs and the inter- 
ening corium were exposed. This area evidently represented one of the spaces 
the covering of which had been lost. 

The greatest changes in the corium were found in the superficial portion, as 
there was a zone of edema and infiltration which was fairly well delimited below. 
The lymphatic spaces were dilated, and the edema was marked, increasing in 
intensity in the papillae and beneath the spaces. The infiltration was composed 
almost exclusively of lymphocytes and was heaviest about the capillaries in the 
papillae, although even here the edema prevented close packing of the cells. The 
deeper portion of the corium was normal, except for the presence of a thin mantle 
of loosely packed lymphocytic infiltration about the blood vessels and hair follicles. 
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Mucha,’ in 1916, reported the case of a young man, aged 19, other- 
wise in good health, who presented a peculiar exanthem which had 
appeared fourteen days previously as a generalized eruption, involving 
the trunk and the extremities, and being particularly pronounced on the 
flexor aspects of the latter. The lesions were polymorphous, consisting 
of macules and scaling or necrotic papules. While these elements 
lasted only fourteen days, new crops appeared from time to time, and 
the entire disease ran its course in about six weeks, leaving varioliform 
scars at the sites of some of the lesions. 

Mucha’s first impression was that the condition was a_syphilid, 
although he considered atypical variola and papulonecrotic tuberculid 
as possibilities in the diagnosis. After further study, however, he felt 























‘43 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


justified in classifying his case as one of pityriasis lichenoides chronica 
because of the marked similarity of the clinical and histologic observa- 
tions in the case to the latter disorder. 

In May, 1917, Rusch * presented before the Wiener Dermatologische 
Gesellschaft a well built man, aged 50, with a generalized papular exan- 
them of three weeks’ duration. Some of these papules were smooth 
and scaling, while others were crusted, necrotic and hemorrhagic. The 
picture bore a close resemblance to that of malignant syphilis, while a 
similarity to pityriasis lichenoides chronica was also noted. Kyrle, in 
the discussion that followed, called attention to the fact that this 
closely resembled the case described by Mucha. 

Two years later, Rusch showed a similar case before the same 
society. In this instance, the patient was a 19 year old girl who pre- 
sented a papular eruption of four weeks’ duration, of exactly similar 
type. 

In 1922, the same writer presented his third case. The patient was 
13 years of age. In this instance, many of the papules were crust cov- 
ered, showing distinct evidences of an exudative process. An obvious 
leukoderma in the course of development, was present over part of 
the trunk and the shoulders. 

Just before this demonstration, Kriuger * had presented before the 
Vienna Dermatologische Gesellschaft another case of pityriasis lichen- 
oides chronica with vesicle formation, in a patient aged 11. In this 
instance, leukoderma was also present, on the nape of the neck and the 
upper part of the chest. 

The first case reported in which subjective symptoms were present 
was one shown by Oppenheim * in July, 1919. In this case, the papules 
were rather intensely inflammatory, and itching was pronounced. Some 
of the lesions were covered with branny or lamellar scales, while others 
showed bloody crusts. Capillary hemorrhage, as seen in psoriasis, was 
present in the scaling lesions. 

Two years later, Oppenheim presented another case in which the 
eruption bore a striking resemblance to a papulopustular syphilid, and 
in this instance, also, the patient complained of rather intense itching, 
especially at the onset. The eruption consisted of numerous reddish- 
brown, slightly hemorrhagic papules of split-pea size, although the author 
stated that the eruption resembled varicella at its beginning. When 
the case was seen two weeks later, a decided change had occurred ; the 
lesions were more numerous and more distinctly papular, and were 
said to have become much more like pityriasis lichenoides chronica. 

In 1922, MacCormac * presented two cases for diagnosis before the 
dermatological section of the Royal Society of Medicine. Although 
the condition was not recognized at that time, he was later able to 


identify them both as belonging to this group. 
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The first patient was a boy aged 14, in whom the eruption had 
been present for four months. The thorax, abdomen, upper and 
lower parts of the arms and the thighs were involved extensively with 
scaling, macular and papular lesions, and there were a few lesions on 
the face. Subjective symptoms were lacking. The lymphatic glands 
were not enlarged. 

The second patient was a girl aged 18, who presented a similar 


eruption of six months’ duration. In this case, the eruption was at 


first thought to be psoriasis, although Haldin-Davis at that time offered 
the diagnosis of pityriasis lichenoides chronica. 

We have found no record of any further cases reported until 1926, 
when Habermann reported two cases and gave the disease the name 
“pitvriasis lichenoides et varioliformis acuta.” His first patient was 
a healthy young man aged 18, in whom in ten days’ time there developed 
a profuse and generalized polymorphous eruption. The lesions varied 
from lentil size to dime size and were raised, slightly infiltrated, pale 
red to brownish, livid, and covered with scales or adherent brownish 
crusts. The eruption healed in about four weeks, leaving pigmentation 
and slight depressions in the skin. 

His second patient was a fairly well nourished but pale man, aged 
21, whose eruption had been present for only three days. The exan- 
them consisted of disseminated macules and papules, the latter covered 
with scales or blackish crusts. After some further extension, the 
eruption involuted, leaving small, flat scars with deeply pigmented 
edges. 

A case was reported in detail by Almkvist * in 1926. The patient, 
who was 20 years of age, showed a papular eruption which had been 
present for two months. The first lesions appeared about the waist- 
line and then spread to the pubic region and axillae. At the time of 
observation, the eruption was multiform, profuse and symmetrical. 
The areas chiefly affected were the lateral aspects of the trunk, the 
sacral region, the flexor surfaces of the arms, the groins, the axillae, 
the inner surfaces of the thighs and the back of the neck. Between 
the umbilicus and the nipples there were no lesions. The extensor 
aspects of the arms, palms, soles and mucous membranes were also 
spared. 

The papules, which ranged from pinhead size to lentil size, appeared 
to follow the lines of cleavage of the skin. They were sharply defined 
and slightly raised and varied from pinkish red to brownish yellow or 
brownish red. Many of the lesions, particularly the larger ones, showed 
at their summits brownish or blackish crusts, while others showed 
central necrosis. New lesions developed from time to time, and each 
of these, as well as each of the crusted papules, was surrounded by an 
inflammatory areola. 








24 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


The Wassermann reaction was negative, while the Pirquet and 
Moro reactions were weakly positive. A general physical examination 
was negative, except for the presence of a questionable apical tubercu- 
losis, and there was slight enlargement of the cervical and inguinal 
glands. The differential blood count showed little variation from the 


normal. 
When the patient was observed three months after the onset of the 
eruption, the development of new lesions had ceased and notwith- 


standing the fact that no treatment had been given, the eruption had 
largely disappeared, leaving depressed scars of varioliform type. 

At a meeting of the section of dermatology of the Royal Society 
of Medicine, Nov. 18, 1926, Gray? showed a case of similar type in a 
hoy, aged 13, in which the eruption persisted for six months. In this 
case, there was a definitely positive tuberculin reaction, and on roent- 
genologic examination there were some suspicious infiltrating shadows 
in the upper part of both lungs. 

On Oct. 18, 1928, before the same society, he showed a second case. 
The patient was a police constable, aged 31, who presented an extensive 
eruption on the trunk and limbs. This had first appeared suddenly in 
the night some fourteen days previously. The patient experienced no 
itching, no sore throat or malaise, and was otherwise in good health. 
There was no history of venereal disease, and recent exposure to infec- 
tion was denied. 

He presented a symmetrical, thickly set eruption of oval, pea-sized 
macules and papules, most numerous on the abdomen, chest, flexor 
aspect of the limbs and front of the axillae. There were also several 
lesions on the face. Some of the papules were pale pink, others pink- 
ish brown, while others showed miliary hemorrhages, giving them a 
dark brownish-red hue. A few showed a flaccid bullous top, while 
others were covered with a dark hemorrhagic crust. The cervical, 
axillary, epitrochlear and inguinal glands were distinctly enlarged. The 
throat was slightly congested, but there was no other abnormality in 
the mouth. There was no evidence of an old or recent primary sore. 
The Wassermann reaction was negative both before and after a pro- 
vocative injection of neo-arsphenamin, and the latter did not influence 
the eruption. 

With further observation, new lesions had appeared and many of 
the earlier ones had undergone necrosis, leaving varioliform scars. 

Sibley,"* in December, 1928, exhibited a healthy looking boy, aged 
16, whom he had first seen with a diffuse macular rash of two days’ 
duration. At this time, the condition was thought to be an early vari- 
cella. A week later, the rash had become papular and resembled an 
acute lichen planus. In another week, the eruption had involuted con- 
siderably ; there was some general desquamation with slight irritation. 
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The rash, which was limited to the trunk, at this time suggested a 
fading pityriasis rosea, and Goldsmith diagnosed it as pityriasis lichen- 
oides et varioliformis acuta. 

Some three weeks later there was an exacerbation of the eruption, 
and the upper arms, the thighs and the sides of the neck were also 
involved. At no time was there noticed any pitting or the formation 
of papules with definite central necrosis. At the time of this presenta- 
tion, Goldsmith stated that he did not feel at all sure about the classi- 
fication of the case. 

The next case recorded is that of Haldin-Davis,? which was shown 
in January, 1929. In this instance, the distribution of the eruption was 
much the same as in pityriasis rosea, and there were two distinct types 
of lesion present, a small scaling papule and a larger papule which 
necrosed and left a distinct varioliform scar. The eruption had been 
present for eighteen months and on one occasion had cleared up com- 
pletely, while at another time it had nearly disappeared. No vesicular 
lesions were noted at any time. In view of the fact that Haldin-Davis, 
in November, 1929, stated that the eruption was still present, over two 
and one-half years after its onset, it is doubtful whether the case 
belongs in this group. 

At the meeting of the section of dermatology of the Royal Society 
of Medicine in November, 1929, four cases of this disorder were 
shown. 

The first was that of Roxburgh,' whose patient was a boy aged 15. 
The rash was more extensive than in any previously reported case, 
involving, in addition to the usual sites, the scalp, face, palms and soles. 
While some macules were present, the eruption was essentially papular, 
some of the papules suggesting psoriasis, others pityriasis rosea, and 
still others, which were necrotic in the center, varicella. When first 
seen, some of the lesions appeared to be vesicular, and some were like 
those of lichen planus. 

Gray * presented another case, in a girl aged 6. The eruption had 
appeared suddenly three weeks previously, involving the trunk chiefly 
and the limbs to some extent. The distribution was almost that of 
pityriasis rosea. The lesions were papular, some presenting a mica- 
like scale and others necrosis and hemorrhage. Involution of the 
hemorrhagic lesions invariably left pitted scars. 

Dowling’s '* patient was a man, aged 26, in whom the eruption had 
appeared suddenly seven weeks before. The trunk, arms, thighs, legs 
and even the feet were involved with a macular and papular eruption. 
Some of the papules were scaling, while others were hemorrhagic at 


the center. When the hemorrhagic crusts became separated, depressed 
scars resulted. 


The last case recorded was that of Wigley,’* whose patient was a 


man, aged 24, who had developed an eruption about six months previ- 
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ously. The exanthem involved the trunk, arms and thighs, being most 
profuse on the forearms. Small scaling papules, blood crusted macules 
and purpuric spots were present." 

An analysis of the twenty-three cases here described discloses the 
fact that this disease is one of youth. The youngest patient whose his- 
tory is recorded was nearly 6 years of age and the oldest was 50 years 
old, but with the exception of four cases, all occurred between the 
ages of 13 and 26. 

Males are apparently affected predominantly, for in only three 
instances in which the sex was recorded were the patients females. 

The distribution of the eruption has been remarkably uniform, as 
in all cases it has involved the trunk and extremities extensively, with 
a special predilection for the anterior trunk and the flexor surfaces 
of the upper extremities. The axillae have also been a favorite site 
in several cases. In most instances, the back and the extensor surfaces 
of the extremities were relatively unaffected, while in every case but 
one the palms and soles were free from eruption. In no instance is 
there a record of involvement of the mucous membranes. 

Generalized lymphadenopathy has been noted in several cases, while 
in a number of others it has been stated that the glands were not 


enlarged. 


8 10 


Gray’s* second case, MacCormac’s* first case and Roxburgh’s 
were the only ones in which involvement of the face was recorded. 
In a number of instances, the comment was made that the distribution 
of the eruption conformed closely to that of classic pityriasis rosea. 

The eruption is essentially a polymorphous one. In practically all 
of the cases, the fully developed exanthem is predominantly papular, 
although macules are noted occasionally and distinct vesiculation is 
present in some instances. The papules are undoubtedly the most 
important primary lesion. In size, they vary from that of a pinhead 
to that of a split pea, although in two instances they were reported as 
being considerably larger. They are round or oval, firm and from 
pinkish to reddish brown. 

As the disease progresses, one sees these papules in various stages 
of development. Some are smooth and waxy appearing, some are 
covered with thin, whitish scales, more pronounced at the peripheries 
of the lesions, while a smaller number develop to the point where 
there is distinct vesiculation or crusting at their summits. The latter 
at times show a distinct hemorrhagic tendency. This was noted in 
nine instances. In ten cases necrosis was also described. 

The picture thus presented has led to considerable difficulty in 
diagnosis because of the similarity of this eruption to syphilis, varicella 





14. A case described by Sachs (Wien. klin. Wehnschr. 33:1375, 1920) 
was thought to fall in this classification, but Almkvist believed the diagnosis to 
be doubtful since syphilis could not be ruled out. 
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and pityriasis lichenoides chronica, while in a few instances psoriasis, 
pityriasis rosea and lichen planus have been suggested. This is well 
exemplified by our own experience. In our first two cases, we were 
impressed by the resemblance of the eruption to both papular syphilis 
and pityriasis lichenoides chronica, while in our third case we at first 
considered the eruption to be unquestionably papular syphilis. It was 
only after we had read Gray’s report‘ that we were able to reconcile 
ourselves to a diagnosis which excluded syphilis and explained the 
presence of vesicular lesions in the picture of pityriasis lichenoides 
chronica. 

Syphilis can readily be excluded by the absence of other signs of 
this disorder, by the failure of response to antisyphilitic treatment and 
by the pathologic picture. The Wassermann reaction has been negative 
in every case in which it was reported. 

The disease does not run a course in conformity with pityriasis 
lichenoides chronica. The eruptive manifestations have shown a ten- 
dency to appear in crops, and the entire duration is short. Although 
subjective sensations are ordinarily lacking in pityriasis lichenoides 
chronica, itching of considerable intensity was noted in two cases of 
this disorder. 

The average duration of the cases, exclusive of that of Haldin- 
Davis, at the time of their reporting has been twelve weeks, the shortest 
course being recorded as of three weeks’ duration and the iongest as 
of six months. Treatment has had little influence on the disease, for 
in every instance the involution has been entirely spontaneous. Follow- 
ing the disappearance of the eruption, pigmentation and scarring usually 
remain. The latter has been noted as distinctly varioliform in nine 
of the eleven instances in which its character was noted. 

Leukoderma, which has previously been recorded as a sequel of 
some cases of pityriasis lichenoides chronica, was noted in two of the 


cases in this series. 





COMMENT ON THE PATHOLOGY 








The pathology in the two cases reported in this paper conforms 
closely to that described by Mucha,? Habermann! and Almkvist.* 

Almkvist described in detail the pathologic changes seen in lesions 
at different stages of development. He stated that in the very early 
papule the appearance corresponds closely to that of pityriasis lichenoides 
chronica, except that the changes in the connective tissue are somewhat 
more marked. The epithelium is acanthotic, and spongiosis is present. 
Isolated vacuoles are seen in the cell protoplasm. 

In a somewhat older and scaling papule, the rete is thinned, owing, 
he believed, to a marked edema of the connective tissue. He also 


found marked intercellular edema and in places an accumulation of 
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leukocytes, giving rise to the formation of what he calls inceptive 
miliary abscesses such as are seen in psoriasis. 

He described the perivascular and diffuse cellular infiltration as 
consisting chiefly of lymphocytes. This cellular infiltration penetrates 
the rete in places, more or less disrupting the arrangement and shape 
of the basal cells. 

The crust-covered papules show remnants of necrotic masses, par- 
tially infiltrated with leukocytes, and below these an infiltrated connec- 
tive tissue. The epidermis is largely destroyed, so that the individual 
layers can no longer be identified. The connective tissue shows 
dilatation and congestion of the blood vessels with perivascular cellular 
infiltrates. 

He summarized his microscopic examinations by stating that the 
picture must be construed as a parapsoriatic process with unusually 
extensive inflammatory alterations in the connective tissue. 


SUMMARY AND CONCLUSIONS 

We have reported three cases of pityriasis lichenoides et varioli- 
formis acuta (Habermann) and have reviewed twenty additional cases. 

We believe with Almkvist that in the twenty-three cases discussed 
there is represented a new clinical picture. In its clinical and pathologic 
characteristics, it embodies many of the features of pityriasis lichenoides 
chronica. Almkvist believed that, just as syphilis assumes a_ variety 
of clinical forms, so may pityriasis lichenoides chronica, and, although 
an acute course and vesiculation are at variance with the usual con- 
ception of the latter disorder, the majority of observers who have 
encountered this disease have felt that the picture thus presented has 
conformed more closely to pityriasis lichenoides chronica than any other. 

This disease is a self-limiting disorder, usually running its course 
in from two to six months’ time. 

The outstanding feature is an eruption of generalized character, 
with varying eruptive manifestations, the most characteristic of which 
is a papular lesion with a tendency to crusting, necrosis and hemor- 
rhage. Pigmentation and varioliform scarring follow the disappearance 
of some of the lesions. The general health of the patients is unaffected. 

No etiologic factors have as yet been determined. 

There is no evidence that the disease is contagious. 

In different cases, and at different times in a single case, the eruption 
has borne a striking resemblance to that of papular syphilis and 
pityriasis lichenoides chronica, while in some instances it has simulated 
varicella, pityriasis rosea, psoriasis and lichen planus. 

While the exact nosologic position of the disorder cannot be deter- 
mined at present, we believe the name suggested by Habermann should 
be retained. 
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ABSTRACT OF DISCUSSION 








Dr. H. E. Micuetson, Minneapolis: I think that it is very fine that Dr. Oliver 
and Dr. Senear have put this subject into the American literature, for there have 
been reports in the foreign literature for some time. The question that comes to 
my mind is whether we are justified in assuming so wide a conception of pityriasis 
lichenoides chronica that we may include this type under the general heading. If 
we do not, where should it be placed? There is a possibility that it is a form of 
exanthem, and it also has certain characteristics of a trichophytid. I believe that 
further investigation might be directed along that line. 

Dr. Harotp N. Core, Cleveland: We recently had an opportunity to see a 
patient with the exact picture just described by Dr. Oliver. A traveling man came 
to the office with much the same history and an eruption of several months’ 
duration, and despite the fact that there was a negative Wassermann reaction and 
lack of other evidence we thought of syphilis. There were small, isolated pustules 
scattered over the body. We also thought of pityriasis lichenoides chronica. We 
gave the patient an injection of arsphenamine and sent him to Dr. Fred Wise, as 
he was going to New York. Later we heard from Dr. Wise that he thought the 
patient belonged in the group Dr. Senear and Dr. Oliver have brought out. I am 
much interested in this report and think there is no question but that our patient 
helongs in the same group. 

Dr. WitttAM ALLEN Pusey, Chicago: I am of the opinion that these cases 
are not as rare as we might think, for I have received a report of another case 
that has been well worked up in Hopkins’ clinic in New York. When I heard 
the name I had my usual reaction of disapproval to taking an old concept and 
turning it completely around and including in it something that had no relation to 
it. I am still somewhat of that attitude. 

\s I understand the matter, in these cases there are lesions that correspond 
exactly to pityriasis lichenoides chronica, which belong to a group that is already 
sufficiently complicated, and the histology of which is like that of pityriasis lichen- 
oides chronica. On the other hand, there are vesicular lesions and cases that run 
an acute course. These cases can hardly belong in the old group of parapsoriasis 
| think that we have recognized a new clinical syndrome, and believe that we 
are in danger of courting confusion in placing it with pityriasis lichenoides chronica. 
I believe that for the present we would do well to describe the cases, and to try to 
establish the family relationship a little later. 

Dr. Frep Wise, New York: Only two cases of this kind have come under 
Iny personal observation. One occurred in a boy, aged 20, who was traveling east 
from Cleveland and who was referred to me by Dr. Cole, in April. On superficial 
examination, the eruption bore a close resemblance to secondary syphilis, but closer 
inspection revealed many vesicular and moist lesions, together with scaling papules, 
crusted and hemorrhagic lesions and necrotic ulcers, the whole picture presenting 
an eruption that was nearly the exact counterpart of the ones described by Dr. 
Senear and Dr. Oliver. The duration of the eruption was six months at the time 
of the patient’s visit in April. The Wassermann reaction was negative, and there 
were no symptoms of syphilis. Most of the lesions were typical of pityriasis 
lichenoides chronica of the usual type. The Mantoux tuberculin test gave negative 
results. The eruption may be described as parapsoriasis guttata, plus lesions 
which are vesicular, hemorrhagic, crusted and necrotic, the last resulting in large 
and small ulcerations, followed by scars. The histology of two lesions in different 
stages of development was identical with that of parapsoriasis guttata, the older 
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lesion showing also a pronounced parenchymatous and interstitial edema through- 
out all portions of the section. 

The second case was a typical example of this variety of parapsoriasis, demun- 
strated by Dr. Paul Gross, at the March (1930) meeting of the Section of 
Dermatology, New York Academy of Medicine. Dr. Gross observed three cases, 
which he will describe in a forthcoming article in the ARCHIVES. 

The interesting features of the dermatosis are its apparent rarity in this country, 
its relatively short course as compared with the persistent variety of guttata para- 
psoriasis and its susceptibility to spontaneous cure, or relief from symptoms, wiih 
ultraviolet light therapy. In my patient, the lesions responded rapidly to light 
therapy, but a tendency to recurrence was noted in some areas of the body. In 
view of the long duration of the eruption in some cases (six months in my patient), 
the adjective “acuta” is not strictly applicable to the disease. I think that the 
name “parapsoriasis varioliformis” is most desirable. 

Dr. Senear and Dr. Oliver are to be congratulated for their clinical acumen in 
the recognition of these eruptions and for being the first to describe the dermatosis 
in this country. 

Dr. C. Guy Lane, Boston: I wish to present another case in this group, 
which | saw just before Dr. Senear and Dr. Oliver sent their paper in for 
publication in the presessional volume. 

The patient was a man who had been under observation just previously, and 
| was struck by the similarity of the cases when I saw him. He had an eruption 
that appeared first on the abdomen and later on the arms, being most marked on 
the flexor surfaces. There was no enlargement of the glands, and the Wassermann 
reaction was persistently negative; there were no lesions of the mucous membrane 
and little itching. The lesions were polymorphous; most of them were papular, 
but with somewhat the waxy appearance Dr. Oliver has described. There was a 
brownish tinge to some of the lesions, and a few on the anterior surface of the 
thighs and the lower part of the abdomen were distinctly hemorrhagic. A geod 
many of the lesions left considerable pigment after they disappeared. The whoie 
eruption lasted from three to three and a half months. 

Dr. Louis B. Mount, Albany, N. Y.: Mucha’s paper published in 1916, if his 
conclusions are to be looked on as valid, entirely changes the concept of para- 
psoriasis. This disease has been looked on as an incurable chronic dermatosis. 

I wish to report the following case in a girl, aged 2% years. Both parents 
were living and well, and there was no similar skin condition in the family. The 
patient had a pruritic eruption, diagnosed as varicella by a competent pediatrician ; 
one week after the diagnosis was made new lesions appeared. The trunk and 
extremities were involved. On the latter a predilection for the flexor surfaces 
was marked. The palms and soles were free; the face was uninvolved. The 
lesions were polymorphous, with a preponderance of papules, the size of a split pea, 
in various stages of development, with vesiculation and hemorrhagic crusting of 
some of the lesions. 

Dr. Water J. HicGuMan, New York: Dr. Pusey expressed just what I had 
in mind. In naming this condition I think that Dr. Senear and Dr. Oliver are too 
modestly succumbing to the European literature. I think that this is a type of 
disease sui generis, which has no more to do with parapsoriasis than the pityriasis 
or psoriasiform type of dry eczema has to do with psoriasis. The mere fact of the 
similarity of the lesions in the two diseases, as we know, establishes no relation 
There are unquestionably lesions in this group of Habermann’s 


between the two. 
disease that resemble parapsoriasis, but what is more striking than the similarity 
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between these two diseases are their differences. Parapsoriasis is never exudative, 
and the disorder described by Dr. Senear and Dr. Oliver and others is distinctly 
exudative. Moreover, parapsoriasis is chronic and incurable and not varioliform, 
and this condition is. The striking feature of the condition is that it is varioliform, 
so why, as Dr. Pusey pointed out, simply because the first man who described it 
was reminded of parapsoriasis, should we continue to err. We do not have to 
do this. There are reports of twenty seven or twenty-eight cases in the literature. 
Why name the disease at all? It is not important. The fact that the differentia- 
tion is still in a state of flux is sufficient, and calling it what Habermann called it 
or what Mucha called it brings no enlightment. What more do we know about 
it by naming it? We know that we are dealing with a disease that clinically, 
remotely resembles parapsoriasis, but which runs a different course and has a 
different pathology. 

Dr. SicGMUND PoLtitzErR, New York: I wish to express my pleasure at 
listening to this excellent paper and discussion. The first distinctly recognized 
case of the group that was subsequently called parapsoriasis was published by 
Unna and me under the name of “parakeratosis variegata’; a few years later, 
Juliusberg published a somewhat similar case and gave it the name of “parakeratosis 
lichenoides.”. Then Brocq published a case under the descriptive title of erythro- 
dermia pityriasique en plaques diséminés and set up a group containing the three 
forms as variants. It is possible that these three distinct clinical types belong to 
one group. They have certain clinical features in common, and while I am not 
sure that they properly belong in one group, there are enough similar features 
reasonably to justify that assumption. They are all characterized by great 
chronicity; one thinks of them as incurable. They are characterized by certain 
similar histologic features on which I need not dwell. They are characterized in 
a negative way by the absence of objective symptoms and by the absence of any 
exudative process. I agree entirely with what Dr. Highman has said, and while 
I deprecate the unnecessary heaping up of names, I deprecate still more the inclu- 
sion in a fairly well established group of another disease with some slight points of 
resemblance to the group, but with so many essential differences, which have already 
been pointed out that it seems to me that it should not be included in that group. 
[ think that this disease should stand by itself. To group it with parapsoriasis 
does not add to clarity, but to confusion. I believe that it does not belong in 
the group that is now called parapsoriasis. 

Dr. ArtHUR M. GREENWOOD, Boston: Within the last six weeks I have seen 
a case of this type in which there was no evidence of fungus infection. The 
striking points in my case were the hemorrhagic features, the extreme degree oi 
necrosis and the scaring. There was no resemblance to parapsoriasis as I have 
conceived that disease. 

Dr. Francis E. SENEAR, Chicago: The discussion has been so generous that 
it is impossible to answer each question individually, so I will express my thoughts 
in general. 

In the first place, Dr. Highman was kind enough to say that our modesty led 
us to be overwhelmed by the foreign literature. I would say, rather, that perhaps 
confusion led us to be overwhelmed to a certain extent. We were unable to 
convince ourselves that this disease is a form of parapsoriasis, but the name under 
which we reported these three cases is the name that was used throughout the 
literature, and it seemed to us to describe fairly well the salient appearance of the 
lesions. Because of the lack of ability to determine whether this is a variant of 


parapsoriasis or an entity, we suggested that this name remain. I have since 
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read the article by Dr. Wise in which he suggests a classification. I agree, and 
I think that Dr. Oliver does, that if it is a form of parapsoriasis, the name suggested 
by Dr. Wise is better. 

The important thing is that this is a disease that has not been recognized widely, 
that is of great interest because of its resemblance to syphilis, and, after one 
becomes familiar with the appearances, that is fairly easy to diagnose. I agree 
with Dr. Pusey, after the discussion today, that the disease is not as rare as was 
previously thought, although we had already reached that conclusion after seeing 
our own three cases within a period of about two months. I do not think that 
it is worth while to debate at this time whether or not this disease is a form of 
parapsoriasis. I think that the idea expressed by Dr. Highman, Dr. Pusey and 
Dr. Pollitzer, of looking at it simply as a clinical picture that can be called by any 
name one chooses, leaving it to future investigators to determine the true nosologic 
position, is the best. When we described the condition we were not able to get 
away from the expressions in the literature that the differentiation of this disease 
from pityriasis lichenoides chronica together with the differentiation from syphilis 
was the important thing in the clinical picture. 
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PITYRIASIS LICHENOIDES ET VARIOLIFORMIS 
ACUTA 


(A VARIETY OF PARAPSORIASIS) * 


PAUL GROSS, M.D. 


NEW YORK 


Until recent years chronicity has been considered one of the chief 
characteristics of parapsoriasis. The name pityriasis lichenoides et 
varioliformis acuta may therefore sound paradoxic, especially as it also 
includes a morphologic feature not commonly associated with parapsori- 
asis. Although Wise‘! in a recent paper on parapsoriasis discussed the 
group of acute eruptions and apparently accepted pityriasis lichenoides 
et varioliformis acuta as a variety of this disease, no case of this kind 
has so far been reported in the American literature ; this 1s a noteworthy 
fact and should justify a somewhat lengthy discussion of the subject in 
connection with the present report on three patients evidently belonging 
in this group. 

In order to avoid misunderstanding, it may be mentioned that 
according to the nomenclature generally accepted: and based on Brocq’s 
system, parapsoriasis guttata and pityriasis lichenoides chronica are 
synonyms, and will be used as such; the other varieties are parapsoriasis 
lichenoides (papulata, according to Wise) identical with parakeratosis 
variegata, and parapsoriasis maculata (en plaques) identical with eryth- 
rodermie pityriasique en plaques disseminées. Wise quoted three 
more varieties, namely, parapsoriasis atrophicans (Kreibich), para- 
psoriasis varioliformis (the condition to be discussed in this paper) and 
parapsoriasis mixta. The question of whether parapsoriasis lichenoides 
is a separate entity, and the discussion of the mixed type do not come 
within the scope of this paper. The atrophic and the varioliform type 


may be closely related and may be considered as varieties of one group, 


1. €., parapsoriasis guttata sive pityriasis lichenoides chronica. 

Tedious and antiquated as this juggling with names may appear, it is 
necessary in a discussion of a condition about which no more than its 
clinical morphology and pathologic histology is known. Real achieve- 
ments in the search for etiologic factors will simplify matters, but for 
the present, Hebra’s system remains the foundation on which to build in 
dermatology. 

* Submitted for publication, June 10, 1930. 

*From the Department of Dermatology, Vanderbilt Clinic, College of Physi- 
cians and Surgeons, Columbia University. 

1. Wise, Fred: Parapsoriasis: Suggestions for Simplying Its Nomenclature 
and Classifying Its Clinical Varieties for Teaching Purposes, New York State J. 
Med. 28:901 (Aug.) 1928. 
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HISTORICAL REVIEW 

Mucha,” of Vienna, described in 1916 a case in a patient whom he 
had observed the previous year. The polymorphous eruption consisted 
of macular, slightly scaly papular and papulonecrotic lesions. The 
striking features were: the necrotic elements which resulted in the 
formation of bloody crusts, the ecthyma-like ulcerations, the acute onset, 
the appearance of new lesions in several crops and the involution within 
a period of six weeks. On histologic grounds, Mucha felt justified in 
considering the condition in his case closely related to pityriasis 
lichenoides. Other cases were then presented and described by Rusch 
and Oppenheim in Vienna, but not until 1926 were cases reported from 
other countries. Habermann published the report of the first two cases 
observed in Germany, and created the name now generally used. Gray, 
in London, and Lesezeynski and others in Poland followed. Later, 
reports came from Russia and Japan and finally, from France. 

The accompanying table is designated to bring out, among other 
facts, this chronological incidence. Although carefully compiled, the 
table is not complete, but in view of the unmistakable clinical picture, 
this sporadic occurrence is remarkable. 

Finally, it is of historical interest that Moeller and Afzelius* in 
May, 1903, in presenting before the Dermatological Society in Stock- 
holm a patient with a condition diagnosed as parapsoriasis, spoke of the 
varicella-like type of the disease and of the resemblance to a pustular 
syphilid. Riecke, several years later, in discussing this case in his paper, 
did not accept it as parapsoriasis on account of the pustular elements. 
Undoubtedly, Moeller and Afzelius were the first ones to recognize 
an atypical form of parapsoriasis, and their names should be mentioned 
in this connection. 

REPORT OF CASES 

Case 1.—History—D. M.,* an American Jewish school girl, aged 15, was first 
seen in the Vanderbilt Clinic, on Feb. 3, 1930. She presented an eruption of 
twelve days’ duration which consisted of papular, vesicular and crusted lesions on 
the abdomen and chest. The mucous membranes were free from lesions. <A 
diagnosis of varicella was considered. One week later the lesions had spread to 
the upper extremities and had a more papular and squamous appearance. On 
February 19, when the patient was seen again, the eruption had become more 
extensive, and its appearance was more polymorphous. The Wassermann test was 
negative. The condition was diagnosed as pityriasis lichenoides acuta, and the 

2. Mucha: Ueber einen der Parakeratosis variegata (Unna) beziehungsweise 
Pityriasis lichenoides chronica (Neisser Juliusberg) nahestehenden Fall, Arch. f. 
Dermat. u. Syph. 123:586, 1916. 

3. Moeller & Afzelius: Dermatitis nodularis psoriasiformis, Monatschr. f. 
prakt. Dermat. 38:16, 1904. 

4. This patient was presented before the New York Academy of Medicine 
on March 4, 1930. 
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patient was admitted to the Presbyterian Hospital. At the time of admission the 


eruption had been present for four weeks. Previous to the onset of the eruption, 
the patient had felt stiffness in the shoulders and an indefinite pain in the upper 
part of the abdomen. 

She had had varicella in childhood. On account of frequent attacks of sore 
throat, a tonsillectomy was performed a year before. During the year preceding 
observation the patient was subject to occasional epistaxis and hemoptysis (/). 


She also complained of night sweats for four months. 














Fig 1 (case 1).—Pityriasis lichenoides, et varioliformis acuta. 


The father and mother were living and in good health. An aunt had active 
pulmonary tuberculosis, and after two years in a sanatorium she had been living 
for two months at the patient's home. 

Examinaticn.—The areas most extensively affected were the entire trunk and 
the flexor surfaces of the upper extremities. There were less numerous lesions 
on the neck and on the extensor surfaces of the arms and thighs, and there were 
a few small lesions on the forehead and in the left mandibular region. The follow- 
ing types of lesions could be recognized: (1) minute, yellowish, waxy-looking 
lichenoid papules and small purpuric macules; (2) macular, papular lesions 1 by 
1.5 cm. in diameter and pinkish; some of these lesions were covered with a fine 


scale; others appeared smooth, but one could easily produce a scale with the finger- 
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nail; (3) dark red, rather sharply circumscribed papules, 0.7 by 1 cm. in diameter 
and hemorrhagic, the more advanced lesions showing a central depression which 
had a bloody crust. No vesicles could be found at the time of this examination. 
The lesions on the trunk and the upper extremities suggested a linear arrange- 
ment and a symmetrical distribution. While the patient was in the hospital, it 
was observed that the hemorrhagic, necrotic lesions developed from the small 
purpuric papules, while the flat, scaly efflorescences resulted from the minute, 
lichenoid lesions, though some of the small lesions underwent involution without 
further enlargement. The general examination yielded negative results except for 
a moderate congestion of the throat, and palpable, hard, discrete, nontender cervical 
and inguinal lymph nodes. During the first week the patient had a slight after- 
noon rise of temperature (from 99.2 to 100.4 F.). 

Examination of the blood showed: hemoglobin, 96 per cent; red blood cells, 
5,000,700; platelets, 200,000; white blood cells, 9,100; polymorphonuclear leuko- 
cytes, 50 per cent; eosinophils, 5 per cent, and basophils 3 per cent. Clotting time 
was two minutes. Blood chemistry revealed: serum protein, 7.7 per cent; uric 
acid, 2.9; chlorides, 600 mg., and sugar, 95 mg. per hundred cubic centimeters. A 
culture and a Wassermann test of the blood were negative. A culture of the 
throat showed hemolytic Staphylococcus aureus and Streptococcus viridans pre- 
dominating. The sputum was negative for tubercle bacilli. The urine was normal. 
Tuberculin tests with old tuberculin and avian tuberculin, 1: 1,000 given intra- 
dermally, yielded negative results. Tests with old tuberculin, 1: 100, were positive, 
with a 5 cm. area of erythema, tenderness and an increase of temperature. One 
week later the intradermal injection of old tuberculin, 1: 100, in a corresponding 
area was positive with an area of about 6 by 7 cm. of erythema with edema and 
tenderness in twenty-four hours, extending later in another area 5 by 10 cm. in 
size. (According to Bessau, this is the characteristic reaction of closed or bio- 
logically inacative tuberculosis.) 

The report on a roentgen examination of the chest was: “A number of fairly 
large hilus nodes on the left side which are probably tuberculous in origin; other- 
wise normal.” 

Course —Up to the beginning of March the eruption continued to spread to the 
lower extremities, including the feet. The patient was treated with erythema doses 
of ultraviolet rays, and the lesions faded in the manner seen in cases of psoriasis 
and parapsoriasis when similar treatment is used. No new lesions developed. The 
older lesions disappeared leaving pigmentation, while the crusted lesions healed 
leaving slightly depressed, lentil-sized, pigmented scars. At the end of March 
no active lesions were present. On April 18, the patient was reexamined, and no 
efflorescences of pityriasis lichenoides were found. The pigmented macules were 
still very dark; some of them showed definite evidences of scarring. No leuko- 
derma could be discovered. 

Case 2.—History—Mr. A. H., aged 30, a private patient, was seen on Jan. 4, 
1929. He had had an eruption of six months’ duration which had caused no 
itching. The condition had not responded to any ointments previously prescribed. 
There was no history of any other skin eruption. His general condition was good, 
except for constipation and a nervous disposition. 

Examination.—Examination revealed an eruption of brownish-red macules and 
surfaces of the older spots were wrinkled like cigaret paper (pseudo-atrophy). 
The lesions varied in size, but were not more than 0.5 cm. in diameter. 
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Course-—The patient received ultraviolet ray treatments, and the condition 
responded well, though at different times while the patient was under observation, 
one or two pea-sized, infiltrated, dark red, hemorrhagic, papular pustules of varioli- 
form appearance developed. He also pointed out a few scars that had developed 
following previous lesions. These scars were about the size of a lentil and of the 
white color seen in morphea, and were surrounded by pigmentation. On March 15, 


most of the lesions had disappeared, leaving light brown pigmentation. The patient 






Fig. 2—Section from an early lesion of pityriasis lichenoides et varioliformis 


acuta. 


did not return for further treatment, but in April, 1930, stated in reply to an 
inquiry that, with the exception of a few remaining lesions, his skin was normal. 

CasE 3.—History.—A patient of Dr. Alvan Leroy Barach was seen by Dr. 
J. G. Hopkins in consultation, who made the diagnosis of pityriasis lichenoides 
varioliformis acuta and made it possible for me to examine the patient. Through 
the courtesy of Dr. Barach and Dr. Hopkins, the report of the case is included 
in this publication. 

Mr. A. Mcl., aged 29, married, had always been in good health. A year before 
the present observations he had had impetigo, and about one and one half years 


before, Vincent’s angina. He gave a history of measles and chickenpox in childhood. 
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In January, 1930, he noticed a slight eruption on the arms and legs, which 
did not spread. In March, while in Palm Beach, a carbuncle developed on the 
back. At the time the infection disappeared, the present eruption came out and 
had been spreading since (about three weeks previous to examination). 

Examination.—On April 9, examination revealed a generalized eruption which 
was most pronounced on the trunk and the flexor surfaces of the upper extremities. 
A few lesions were present on the fingers and toes. On the sides of the trunk 


the eruption seemed to follow somewhat the lines of cleavage. There was a 











Fig. 3—Section from a fully developed hemorrhagic and slightly necrotic lesion 
(low power view). 


variety of lesions as follows: (1) small, pink or brownish flat papules; (2) macules 
about the size of a lentil, of the same color, on which fine scales could either be 
seen or be produced by scraping with the finger; (3) dark red hemorrhagic papules, 
about the size of a split pea, many of which were covered with bloody crusts in 
the center, and (4) healed lesions, either in the form of pigmented macules or of 
superficial scars surrounded by a pigmented ring resembling scars from chickenpox. 
The back of the neck and the midscapular and deltoid regions were thoroughly 
tanned and did not show any active lesions, but there were many depigmented 
spots. The back of the neck and the midscapular region showed the typical picture 
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7 f leukoderma, although the patient did not remember having had any lesions in 
i these locations. The Wassermann test was reported to be negative. The eruption 
il cleared up four weeks after ultraviolet treatment was instituted. In May, a 
M Mantoux test with 1: 10,000 old tuberculin resulted in a marked local reaction 


with lymphangitis and severe general symptoms, such as chills and fever. After 
four or five days the patient recovered completely. Repeated physical examinations 


gave negative results for tuberculosis. 
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Fig. 4 (same section as in figure 3)—The outer portion of the lesion under high 
power magnification; edema and leukocytic invasion of the epidermis. 


Histopathologic Observations—Two biopsies were taken from the patient in 

case 1. The first lesion was excised before her admission to the hospital, and 

z consisted of a brownish-red, slightly scaly papule. The second section was taken 
about a week later. This was one of the hemorrhagic lesions in its full development. 
Early Lesion: On either side of the active process there was marked papillary 
edema with edema of the epidermis. At the edge of the papule there was acan 
thosis. Some rete pegs were thickened; others extended down as finger-like 
processes. The edema was more marked and there was some infiltration of the 
papillary layer of the corium and perivascular infiltration in the subpapillary portion. 
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A few lymphocytes and polymorphonuclear leukocytes had invaded the epidermis. 
The granular layer was still present. Beyond this the epithelial cells were shrunken, 
with narrow linear or pyknotic nuclei, and in part almost replaced by the infil- 
trating cells and edema fluid. Further toward the center the surface was covered 
with flattened, nucleated, parakeratotic cells in several layers. No granular layer 
could be distinguished. Beneath the scale were rounded masses of shrunken cells 
with dense round nuclei and barely visible protoplasm, which were doubtless 
epithelial cells intermingled with lymphocytes. They occupied the position of 
hyperplastic rete pegs. Two hair follicles showed edema and a polymorphonuclear 
infiltration even in the deepest portions. In the corium there was marked papillary 
edema and infiltration. The sheaths of the small vessels of the subpapillary plexus 
were distended by edema and infiltrated with lymphocytes. 

Older Lesion: The perivascular infiltration, the edema of the papillae and the 
edema, infiltration and destruction of the rete pegs were present, but in a more 
marked degree. The center of the lesion was covered with a serous crust which 
apparently had almost completely replaced a parakeratotic, horny layer. Below 
this was a necrotic area in which no remaining epithelial cells could be recognized. 
Still lower was a dense mass of lymphocytes, disintegrated erythrocytes and large 
swollen cells resembling fibroblasts. There was hemorrhage also in the adjacent 
papillae. The demarcation of the rete from the corium was completely wiped out. 
In the upper corium there were massive cords of infiltrate around the blood 
vessels and diffuse infiltration. The walls of the arterioles were thickened and 
infiltrated, and their lumina were narrowed. Infiltration was also seen around 
a sweat duct and a hair follicle. 


Comment.—These histologic changes seem to be a good reason to 
raise the question again: Is the actual pathologic process located in 
the epidermis and are the inflammatory changes of the vessels and in 
the cutis a reaction to it, or is the primary damage an endarteritis and 
the changes in the epidermis, finally leading to its destruction, a conse- 
quence of the vascular disease? Against the latter conception are the 
facts that (1) obliteration is found only in few arterioles; (2) the 
inflammatory infiltration, especially in the center of the lesions, is so 
much more pronounced in the rete and papillae than in the corium and 
its vessels, and (3) the necrosis is out of proportion to the changes in 
the blood vessels. .\ definite answer, of course, is lacking as much as 
it is in the pathology of psoriasis. A second question, which seems 
justified, is: How much do the histopathologic observations just out- 
lined speak in favor of the diagnosis pityriasis lichenoides ? 

Nothing would be more interesting than a careful comparison, par- 
ticularly with the detailed histologic description of the early para- 
psoriasis guttata lesion given by Pinkus.° It may be sufficient to say 
that the early lesions of both the chronic and the acute types have in 
common the parakeratotic scutulum in all its details, the invasion of the 
entire epidermis with leukocytes, the marked edema of the rete and 


5. Pinkus: Ein Fall von psoriasiformen und lichenoidem Exanthem, Arch. f. 
Dermat. u. Syph. 44:77, 1898. 
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papillae and finally the distribution and nature of the infiltration of 
the corium. That these changes will be overshadowed by the infiltra- 
tion and necrosis, in an exudative lesion like the one shown in the 
second section, is as readily understood as the finding of a pemphigus- 
like bulla in lichen planus bullosus. 


ANALYSIS OF CASES 

There are more than forty cases already recorded in the literature. 
| shall attempt to analyze the cases that | have reported to see how 
they compare with the others. It seems that a closer analysis of the 
known facts might contribute an answer to the question as to whether 
the condition reported under the name pityriasis lichenoides et varioli- 
formis acuta really represents an acute variety of parapsoriasis guttata. 
That other possibilities can be considered is seen, for instance, by the 
remark of Buschke® in May, 1927, that this was a separate disease 
entity. Similar opinions were previously voiced by Riehl, Kyrle and 
Oppenheim when the first Viennese cases were presented. Another 
point of view was recently given by Drake‘ at a meeting of the Royal 
Society of Medicine in London. He mentioned the possibility that 
the condition had a cause similar to that of pityriasis rosea. The rela- 
tionship to syphilis or tuberculosis, which was for a time a subject of 
discussion in parapsoriasis in general, was again brought to the fore- 
ground by the clinical resemblance to the acute varioliform type of pity- 
riasis lichenoides. In analyzing these questions and the differential diag- 
nosis, one can hardly depend on etiologic facts, tests or general medical 
syndromes, since even typical parapsoriasis does not supply desirable 
information. Juliusberg, in his excellent monograph on parapsoriasis in 
Jadassohn’s new “Handbuch” * gave a thorough and critical review of 
this interesting phase of parapsoriasis; since then, numerous cases have 
been reported which seem to add to the knowledge of acute parapsoriasis. 
Many of the statements made here cannot help but be a repetition of 
what Juliusberg and other authors have said and written. 

The first difficulty in classifying the cases under discussion as pity- 
riasis lichenoides lies in the peculiarity of the lesions. Jadassohn, 
Rille, Arndt and Spiethoff, however, mentioned hemorrhagic lesions or 


hemorrhagic, necrotic papules in unquestionable eruptions of para- 


322, 1927. 

7. Drake, J. A., in discussion of Wigley, J. E. M.: Proc. Roy. Soc. Med. 23: 
353, 1930. 

8. Juliusberg, F.: Die psoriasiformen, pityriasiformen, exfoliativen Erythro- 
dermien: I, Die Parapsoriasis, in Jadassohn, J.: Handbuch der Haut- und 
Geschlechtskrankheiten, Berlin, Julius Springer, 1928, vol. 7. 
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psoriasis. Case 2 of the present series is a good example of such an 
occurrence: A patient with the picture of parapsoriasis guttata at 
times developed two or three hemorrhagic, necrotic pustules, which 
finally resulted in definite scars. 

Oppenheim stressed the varicelliform initial stage in some cases, 
while other authors mentioned the fact that in their cases the house 
physician made a diagnosis of chickenpox. In case 1 a diagnosis of 
varicella was made in the clinic, and since a competent dermatologist 
was responsible for this diagnosis, it appears that this case shares with 
the others the peculiarity of a varicella-like onset. It is interesting to 
note, however, that nineteen days later, when the hemorrhagic and 
necrotic elements were at their height, no vesicular lesions could be 
observed. On the contrary, atypical elements developed from small 
hemorrhagic-tinged, lichenoid papules. None of the present cases 
showed the intensity and size of the ecthyma-like lesions described by 
Mucha. In this respect, the patient of Pick ® showed the most unusual 
development. This author spoke of nodules from the size of a bean to 
that of a walnut, with central necrosis, and of kidney-shaped, sharply 
defined ulcerations resembling those in ulcerative syphilis. The obser- 
vation of Fukai'® deserves special interest on account of the erythem- 
atous, diffuse, scaly eruption combined with the characteristic eruption 
of acute varioliform pityriasis lichenoides. Finally, it should be men- 
tioned that in Kreibich’s ** first case of parapsoriasis atrophicans, the 
primary lesions were vesicles and pustules. 

In summarizing the morphologic observations, one can say that in 
the average case the presence of small lichenoid papules, larger papular 
and flat, or macular, lesions with the parapsoriasis scale, besides vesicular 
and papular necrotic, hemorrhagic lesions, is the outstanding feature of 
all cases of pityriasis lichenoides et varioliformis acuta. 

The careful study of the course of the disease when observed over 
a longer period brings out more interesting data, not only on the acute 
variety but on parapsoriasis guttata as well. My case 1 is the best 
example of acute onset, mild general symptoms such as profuse sweats, 
slight rise in temperature and moderate adenopathy. The appearance 
of lesions in several crops has been mentioned repeatedly and is seen 
in this case. I consider as the most important fact the complete involu- 
tion of the lesions in about eight weeks after onset. This was the 


9. Pick, Willy: Pityriasis lichenoides chronica mit akuten Nachschueben und 
ulcerierenden Knoten, Zentralbl. f. Haut- u. Geschlechtskr. 30:555, 1929, 


10. Fukai, A.: Ein der Psoriasis oder der Parapsoriasis nahestehender eigen- 
tiimlicher Fall, Acta dermat.-venereol. 10:205, 1927. 

11. Kreibich: Parapsoriasis atrophicans, Arch. f. Dermat. u. Syph. 144:476, 
1923. 
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course in Mucha’s? case, in case 1 of Rusch,'* in the cases of Sachs,'* 
and Habermann,'* and probably in others in which further data were 


not supplied after the first presentation. An excursion into the literature 


on classic parapsoriasis teaches that an acute onset with complete 
involution in eight weeks was demonstrated, for instance, by Touton *° 
in a typical eruption of parapsoriasis guttata. Riecke '® also mentioned 
the fact that spontaneous involution in parapsoriasis is not unusual. 

The recurrent character of some cases of parapsoriasis chronica 
has an interesting analogue in some instances of pityriasis lichenoides 
et varioliformis acuta recently reported. The patient first presented 
by Bruhns '* was shown again seven months later by Buschke '* with a 
third recurrence. The eruption again healed in a few weeks, leaving 
scars. Davis? presented a patient in January, 1929, in whom the 
eruption had disappeared twice previously. On account of the fre- 
quency of recurrences which several times coincided with pregnancy, 
the case of Sézary and Léfévre *° stands out. This knowledge of recur- 
rences may obscure the prognosis of the real acute type mentioned at 
first. It would be interesting to hear more of the fate of Mucha’s, 
Habermann’s and others’ cases. Of the remainder of the tabulated 
cases several observed over a longer period might be grouped together 
under the heading of pityriasis lichenoides with acute onset and varioli- 
form lesions, assuming a chronic course with or without atypical 
lesions. The second case of Rusch was shown again seven months 
later. “The papular, necrotic lesions had disappeared and the typical 
picture of pityriasis lichenoides chronica persisted.” Davis reported 
that his case, presented in January, 1929, when seen a year later was 
12. Rusch: Pityriasis lichenoides mit haemorrhagisch necrotisierenden Herden, 
Arch. f. Dermat. u. Syph. 137:32, 1921. 

13. Sachs: Zur Pathologie und Therapie der Pityriasis lichenoides chronica, 
Wien. med. Wehnschr. 70:1375, 1920. 

14. Habermann: Ueber die acute verlaufende, nekrotisierende Unterart der 
Pityriasis lichenoides (Pityriasis lichenoides et varioliformis acuta), Dermat. 
Ztschr. 45:42, 1925. 

15. Touton, in discussion of Habermann: Zentralbl. f. Haut- u. Geschlechtskr. 
18:512, 1925. 

16. Riecke, E.: Zur Kenntnis der Pityriasis lichenoides chronica, Arch. f. 
Dermat. u. Syph. 83:51, 205, 411, 1897. 

17. Bruhns: Pityriasis lichenoides et varioliformis acuta, Zentralbl. f. Haut- u. 
Geschlechtskr. 24:322, 1927. 

18. Buschke: Zentralbl. f. Haut- u. Geschlechiskr. 26:459, 1928. 

19. Davis, Haldin, in discussion of Wigley, J. E. M.: Proc. Roy. Soc. Med. 28: 
353, 1930. 

20. Sézary, A., and Léfévre, P.: Parapsoriasis en gouttes a poussées aigués 
varioliformes, forme du pityriasis lichenoide et varioliforme aigu des auteurs 
viennois, Bull. Soc. frang. dermat. et syph. 36:386, 1929. 
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“unchanged, although the varioliform lesions seemed to lose their viru- 
lence as time went on.”” Oppenheim *! had a contrary experience in one 
of his patients. After one and one-half years, the lesions were more 
hemorrhagic, and a leukoderma had developed. From this short review 
it is seen how many variations exist in the course of cases which have 
in common a morphologic picture that varies only in degree. It would 
therefore seem that the sharp contrast that at first existed between the 
condition named pityriasis lichenoides et varioliformis acuta and _pity- 
riasis lichenoides chronica has been decidedly lessened, if not removed 
entirely. 

A few more general points that should have some interest could 
be brought out. It is surprising how often a positive or strongly 
positive tuberculin reaction (Pirquet or Mantoux) has been reported 
in pityriasis lichenoides et varioliformis acuta. My case 1 gave a 
positive Mantoux reaction to a 1:100 dilution only. The injection of 
human and avian tuberculin, 1: 1,000, yielded a negative result. A 
repetition of the Mantoux test, 1: 100, a week later in a corresponding 
area gave a considerably stronger local reaction. According to Bessau, 
this is a biologic test that speaks against active tuberculosis.” 

But even if one assumes a positive tuberculin reaction, one is on 
common ground with chronic parapsoriasis. Recently Prieto discussed 
this subject again, which was originally brought up by Civatte. In the 
two cases of Prieto,** which were clinically and histologically typical 
parapsoriasis en goutte, tuberculin in high dilution gave not only a 
strong local, but also a definite focal, reaction. Prieto could not find 
any interpretation for this phenomenon. 

Another observation mentioned in the reports of a number of cases 
of acute parapsoriasis is the presence of a leukoderma. Case 3 of the 
present series is another instance of this type. Jeukoderma in para- 
psoriasis guttata is so well known that its occurrence can be used only 
as another argument for the parapsoriatic nature of the acute varioli- 
form disease described. In view of the fact that psoriasis as well as 
syphilis, can produce a leukoderma verum, no further deductions should 
be attempted from this syndrome, nevertheless, the suggestion of Prieto 

21. Oppenheim, M.: Pityriasis lichenoides chronica pustulosa et crustosa, 
Zentralbl. f. Haut- u. Geschlechtskr. 19:838 (May) 1926; ibid. 24:166 (Aug.) 1927. 


22. Bessau’s biologic tuberculin reaction has found recognition also in the 
recent dermatologic literature (Marchionini, A.: Die Intrakutane Tuberkulin- 
Wiederholungsreaktion nach Bessau bei Hauttuberkulose und Erythematodes, Arch. 
f. Dermat. u. Syph. 158:505, 1929). 


23. Prieto, J. Gay: Zwei Falle von Parapsoriasis guttata mit positiver Wasser- 
mannscher Reaktion und starker Herdreaktion auf Tuberkulininjektionen, Acta 


dermat.-venereol. 9:265, 1928. 
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that the occurrence of a leukoderma may point to the site of a noxa 
in the basal cells is of geuveral interest. Modern points of view on 
psoriasis (Lipschitz, Kyrle, von Kerkhoff), on one hand, and the 
marked histologic changes in the epidermis in the acute lesions of pity- 
riasis lichenoides, on the other hand, may supply more material for 
speculation along these lines. Purely speculative, too, would be any 
conclusion drawn from the fact that is borne out by the accompanying 
table ; namely, that most of the cases of pityriasis lichenoides acuta have 
their onset during late autumn and winter. Riecke ** stated that pity- 
riasis lichenoides chronica usually develops in persons between the ages 
of 15 and 25. The ages of the patients in the first thirty cases that 
Riecke collected were between 5 and 30. The age incidence in a similar 
number of cases of pityriasis lichenoides et varioliformis acuta is almost 
the same. The majority of patients were between 15 and 25, and only 
five patients were over 35. The youngest patient was 4 years of age 
and the oldest 52; this could also serve as a minor argument for the 


unitary conception of acute and chronic pityriasis lichenoides. 





SUMMARY 





AND CONCLUSIONS 





A report is made of three cases that belong in the group described 
in European literature as pityriasis lichenoides et varioliformis acuta. 

In all three cases the characteristic elements of this variety of para- 
psoriasis, namely, papulonecrotic and hemorrhagic lesions, were pres- 
ent, besides typical efflorescences of parapsoriasis guttata. 

The disease differed in its course in the three cases described. In 
the first patient the condition developed suddenly under the picture of 
varicella, showed the characteristic elements at the height of develop- 
ment and underwent complete involution eight weeks after the onset, 
leaving pigmentation and scars. ‘The third case bore a close resemblance 
to the first, but appeared to be less acute in onset. The second case 
was that of a patient with parapsoriasis guttata in whom, during a few 
months of observation, the development of single hemorrhagic, papular, 
necrotic lesions was noted several times. 

The study of these cases and a review of the cases available in the 
literature lead me to believe: 1. The condition described is an acute 
variety of pityriasis lichenoides chronica. 2. The difference between 
the acute and chronic type lies only in the degree of the pathologic 
changes characteristic of pityriasis lichenoides as shown by the histo- 
logic picture. 3. Cases are reported of both types which represent 
intermediate gradations between the acute and the chronic disease. 
4. The knowledge concerning parapsoriasis has been decidedly enriched 
by study of the acute variety, and possibly more information can be 
expected from further study of this type. 
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A discussion of parapsoriasis en plaques was not undertaken in this 
paper, but the conclusion seems inevitable that there is a vast difference 
between this condition and pityriasis lichenoides of any manifestation. 
The present grouping under one heading was undoubtedly fruitful for 
the clinical recognition, but in further studies this fundamental differ- 
ence should be kept in mind, and pityriasis lichenoides should be con- 
sidered as an entity of which three varieties may be described: the 
chronic, acute and chronic varioliform and the atrophic.** 


1129 Madison Avenue. 





24. Shortly before this article was submitted for publication, Senear and Oliver 
of Chicago described another case in the Pre-Sessional report of the American 
Dermatological Association of 1930. Since this report is not publicly published 
and was not available to the author, no further reference can be given to it. Yet 
the observation of another case of pityriasis lichenoides et varioliformis acuta seems 
to bear out some of the remarks in this paper about the sporadic appearance of a 
group of cases of the acute type in different countries. 
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ACNE CONGLOBATA * 


HENRY E. MICHELSON, M.D. 
AND 
PHILIP K. ALLEN, M.D. 


MINNEAPOLIS 


Acne conglobata is a chronic inflammatory disease of the skin which 
is characterized by the presence of the constituents of acne vulgaris, 
such as comedones, papules and pustules, and in addition large elevated 
fluctuating plaques which are dusky blue and frequently form cutaneous 
or subcutaneous abscesses and oil cysts, which may perforate and form 


discharging sinuses, healing very slowly and often leaving keloidal or 


so-called bridge scars (Brtickennarben) of Lang. ‘The lesions closely 
resemble tuberculodermas of the colliquative type (scrcfuloderma). 

The clinical description and course of acne conglobata place the 
disease in close relationship to dermatitis papillaris capillitii (aposi ) 
and to perifolliculitis capitis abscedens et suffodiens (Hoffmann). 

If one wishes to classify this condition with the acnes and to draw 
an analogy, one might believe that acne cong‘obata stands in the same 
relationship to acne vulgaris that malignant syphilis does to an ordinary 
papular syphilid. 

The literature on acne conglobata is not extensive. It may be 
divided into two groups. The first section includes the early descrip- 
tions of the disease, and the second deals with its relationship to the 
pyodermas and tuberculosis. 

Reitmann,’ Spitzer * and Lang * carefully described the morphology 
and histology of this condition. Their articles were published between 
1900 and 1910. From then on until 1920 there were few communications 
concerning the disease, while in the past ten years many articles have 
appeared in the German literature. \We have discovered no publications 
in English on the subject, although cases that were undoubtedly acne 


* Submitted for publication, March 1, 1930. 

‘Read at the Fifty-Third Annual Meeting of the American Dermatological 
\ssociation, Cleveland, June 20, 1930. 

*From the Division of Dermatology, University of Minnesota, Henry E. 
Michelson, Director. 

1. Reitmann, Karl: Acne aggregata seu conglobata, Arch. f. Dermat. u. Syph 
90:244, 1908. 

2. Spitzer, Ludwig: Dermatitis follicularis et perifollicularis conglobata, 
Dermat. Ztschr. 10:8, 1901-1902: Dermatitis follicularis et perifollicularis con- 
globata, Wien. klin. Rundschau, May 18, 1902, p. 413. 

3. Lang, Edward: Hautkrankheiten, Wiesbaden, J. F. Bergmann, 1902, p. 504. 
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conglobata have been presented before our dermatologic societies,* and 
the similarity to colliquative tuberculosis has usually been discussed.* 

Dressler ° described a case seen in Professor Oppenheim’s clinic 
which subsequently developed into an acneform tuberculid. This 
provoked a great deal of discussion before the Vienna Dermatological 
Society where it was presented several times. One of us (H. E. M.) 
had the opportunity of observing this patient over quite a long period. 
The final decision was that tuberculids developed at the site of a pre- 
viously existing acne conglobata. 

Oppenheim and Klaar‘ added their observations to those communi- 
cated by Dressler. They thought that acne conglobata might prepare 
the soil for the localization of either tuberculosis or syphilis lesions. 
They described a case of acne conglobata occurring in a female patient. 
It is the only example occurring in that sex that we have discovered. 

Zurhelle and Klein * discussed the similarity of acne conglobata to 
pyoderma chronica papillaris et exulcerans. Their article stimulated 
further writings on the pyodermas. 

Hoffmann,’ in recent years, has most carefully reviewed the subject 
in two splendid articles, which included a complete bibliography. 

Tschernoguboff '° contributed two complete essays and discussed the 
relationship to the pyodermas. 

The articles mentioned have been freely quoted from in the follow- 
ing text. 

CLINICAL DESCRIPTION 

The disease is different from ordinary acne in that it usually begins 
after puberty and that with one exception it has been found exclusively 
in males. Comedones, scattered over the body as well as in the scalp, 
are often forerunners of the inflammatory process, which in the main 








4. Hartzell, M. B.: Acne Vulgaris, J. Cutan. Dis. 27:262, 1909. 

5. Engman and Mook: Two Cases Presented for Diagnosis, Arch. Dermat. & 
Syph. 18:468 (Sept.) 1926. 

6. Dressler, Wilhelm: Ueber eine Kombination von Acne conglobata und 
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begins around the sebaceous glands. The comedones are often excep- 
tionally large and occur in groups of from ten to twenty or more, as 
individual comedones firmly attached to their follicles or as the center of 
hard papules or papulopustules. In addition there are many sebaceous 
retention cysts. Some are small, while others may be as large as a 
walnut. They are usually not painful, but occasionally acute inflamma- 
tion appears, which leaves rapidly when drainage is established. The 
superficial lymphatics of the drainage areas are not involved in the 
process. The surface of an abscess is smooth, thin and reddened, and 
on incision a thin oily pus exudes. 

In addition to comedones and papulopustules there are to be found 
the elevated plaques that occur in acne conglobata but not in any of the 
other forms of acne. These nodes begin subacutely as a small nodule 
which is often follicular, bearing one or several comedones in the center. 
Slowly but gradually the nodule enlarges and an abscess develops in 
the center which soon exudes a small amount of pus. A yellowish- 
brown crust is formed which, on removal, reveals a rather deep ulcer 
beneath it. Healing begins early and is central, while extension proceeds 
peripherally until an individual plaque may become from 8 to 10 cm. in 
diameter. The border of the plaque remains well defined, but occa- 
sionally two adjacent lesions have subcutaneous communications, so that 
pressure on one area causes pus to exude from the one near by. The 
surface of the lesions is rough \v.:th papillomatous overgrowths or 
crusted, while here and there within a plaque a large blue thin-walled 
fluctuating abscess may be found. Numerous fistulous openings are 
often present. The lesions are oval and, as healing most often occurs 
centrally, a serpiginous outline may result. 

There is usually a history of many years’ duration, so that lesions in 
all stages of evolution are to be found. Even though scarring proceeds, 
the lesions are persistent, and spontaneous healing does not seem to 
occur. Each lesion goes through what might be termed a life cycle, 
beginning as a pustule and ending in a scar. The typical scars of acne 
conglobata have been described by Lang, who called them comedone 
scars. More recently, Friedmann’! wrote on the condition in 











scrofuloderma and concluded that this type of scarring was due to 
rests of normal tissue left in areas altered by the pathologic process. 
The comedone scar of Lang may arise without an antecedent acute 
inflammation. Lang and his assistant, Spitzer, described this type of 
scar as a white deep-reaching sclerotic depression which arises from 
pressure atrophy and encloses many sebaceous glands, with firmly 
attached comedones. 


11. Friedmann, Martin: Ueber Briicken und Fibromatoids-Bildungen in 
Skrofulodermnarben, Arch. f. Dermat. u. Syph. 134:80, 1921. 











52 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Acne conglobata is to be found on any part of the body, but par- 
ticularly over the lower part of the trunk. Figures 1 and 2 show the 
extent of involvement in our case. 


REPORT OF CASE 


P. V., a man, aged 45, of Irish parentage, was born on a farm, where he lived 
and led an active outdoor life until the age of 21. Since then he had been a 
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Fig. 1.—Distribution of lesions in the case of acne conglobata reported. 


barber. He had five brothers and two sisters, none of whom had any type of acne, 
nor was there any family history of any cutaneous disorder. 

He stated that he had had boils at frequent intervals for many years. They 
were usually located on the face and neck and occasionally on the buttocks. At 
about the age of puberty, pimples appeared on his face and neck, which were not 
treated in any particular manner, and which disappeared slowly, leaving scars. 
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From 30 to 40 he was entirely free from any skin disease with the exception of 
an occasional furuncle. The present condition appeared on the trunk about five 
vears before the present examination, beginning as deep pustules which increased 
om size, becoming quite painful, bursting and discharging pus for a long time. 
Some of the lesions were present for only a few weeks and healed by scarring, 
but most of the lesions continued to develop until they were about 4 cm. in diameter. 
After they had discharged for several weeks, the amount of discharge gradually 
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Fig, 2—Involvement of the back. 


diminished, but a hard, elevated lesion remained which was painless but persisted 
lor many weeks or months. When the surface covering of the lesion was removed, 
a depressed scar usually remained; occasionally there were areas of activity at the 
periphery of the scar. 

At the height of the eruption the lesions were iarge, fluctuating, tender abscesses 
which became very painful. The patient stated that coincident with the formation 
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of new lesions he frequently had periods of malaise and fever. Observation while 
in the hospital revealed that the appearance of a larger lesion was often accom- 
panied by a rise in temperature, frequently as high as 102 F.; on one occasion, 
the fever rose to 104 F. 

As the inflammatory reaction subsided, there was always a tendency to the 
formation of an elevated, papillomatous, keratotic plaque. On removal of the 





Fig. 3.—General view of patient. 


cornified covering, there remained an irregular scar with islands of normal tissue 
running across it. Large black comedones were frequently seen at the periphery 
of the scar. 

The patient weighed 106 pounds (48 Kg.). He was of dark 
His face showed many small depressed scars 
cutaneous 


Examination. 
complexion and had an oily skin. 
which had resulted from acne vulgaris in boyhood. Aside from his 


condition, he had no ailments. 
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The general physical examination gave entirely negative results. Roent- 
venologic examination of the chest revealed no pathologic process. 


The urine and 
the blood count were normal. 


The Wassermann reaction of the blood was also 
Repeated applications of tuberculin-Koch both to lesions and to areas 
of uninvolved skin gave no response. 


negative. 


The Pirquet reaction was weakly positive, 
while the intradermal Mantoux test gave negative results in dilutions of 1: 1,000, 


1:500 and 1: 100. 





Fig. 4.—Close-up view showing papillomatous character of lesions. 


Auto-inoculations with pus from a freshly developed lesion were made on 
various uninvolved areas of the trunk. The inoculations were made percutaneously, 
mtradermally and subcutaneously. In every instance active lesions that were 
a clinically to the parent lesion developed, irrespective of the method of 
moculation, 


Cultures taken from the discharge showed growths of Staphylococcus 
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Purified cultures of this organism were emulsified in normal physiologic 


albus. 
inoculations were made in various areas of 


solution of sodium chloride, and 
healthy skin. Again typical lesions developed which followed the same clinical 


course as the lesions that resulted from auto-inoculation. 














Fig. 5.—Details of comedo scar. Note the giant comedones and the bridges of 


normal tissue. 




















Fig. 6.—Showing auto-inoculation lesions two weeks after injection. 
Machine oil was rubbed into an uninvolved area daily for several times, but no 
folliculitis or irritation developed. 

[herapy.—Before any local therapy was begun, the patient was given five 
intravenous injections of gold and sodium thiosulphate (0.1 Gm.) and the same 
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number of injections of neoarsphenamine (0.45 Gm.). There was no apparent 
improvement from these injections. Local therapy was then instituted. The 


patient was given daily inunctions of liquid green soap, followed by a prolonged 


hot bath; after the bath a salicylic acid and sulphur ointment was diligently 
applied. Under this regimen, a marked and constant improvement was noted. Old 
lesions healed promptly, leaving typical depressed scars, while no new lesions 
were formed. 

A bacteriophaze, specific for the organism cultivated, was prepared by Dr. 
Henrici of our bacteriologic department and was given by subcutaneous injection. 
Since local therapy had already been begun, it is impossible to state what role the 
phage played in the subsequent improvement. 

When last seen, after three months of observation and treatment, the patient 
stated that he felt better than he had for several years, and although a few lesions 
were still present, healing was continuing, and we felt that a complete cure would 
result. 

Diagnosis —The diagnosis was established without much difficulty. We had to 
consider syphilis, tuberculosis, blastomycosis and bromoderma in addition to acne 
conglobata. 

The negative history and serology, the type of lesion and the lack of response 
to neoarsphenamine definitely excluded syphilis. 

The extent of involvement, the histologic structure and the mild reaction to 
tuberculin, as well as the clinical course, especially the response to external treat- 
ment, were against tuberculosis. Moreover, no evidences of pulmonary or visceral 
tuberculosis were observed in a careful examination. 

Repeated search for blastomycetes was negative, and the histology would not 
permit a diagnosis of cutaneous blastomycosis. 

There was no history of ingestion of bromides, and the prolonged hospitalization 
proved conclusively that no drugs were being taken. 

The clinical course, the elevated papillomatous plaques, the comedo scars and 
the microscopic observations were in favor of the diagnosis of acne conglobata. 
The patient was presented before a meeting of the Minnesota Dermatological 
Society in February, 1930, and that diagnosis was accepted by all of the members 
present. 

Histologic Observations.—For the purpose of microscopic study, biopsies were 
made from advanced lesions, early lesions and scars. We also removed several 
lesions that resulted from auto-inoculation. The tissues were fixed in a 10 
per cent solution of formaldehyde, embedded in paraffin and serially sectioned and 
stained in the routine manner. In all, about 750 sections were examined. 

The histology of acne conglobata varies to some degree with the age of the 
lesion examined. Nevertheless, certain features are to be found in almost all 
stages of the disease. One is impressed with the fact that the microscopic observa- 
tions reveal changes that are products of a hyperkeratotic process which affects 
not only the epithelium of the follicles but also that of the general surface, and 
that the epithelial changes are more uniform and consistent than the alterations in 
the corium. The suppurative process is much less in evidence microscopically than 
it is clinically. 

In the sections studied, the epidermis showed a marked hyperkeratosis. The 
asal layer was intact and the rete pegs were altered in shape, or the atrophic 
process had reduced them to mere knobs or finger-like projections. The prickle 
ell layer was seen as a single or double row of cells, and in most places there 

as no granular layer. It was represented by a small clump of cells found only 
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here and there; these cells contained keratohyaline granules and were found in 
localized areas, also in the follicular epithelium and in the linings of certain 
corneal cysts. 

The corneal layer was much increased. It appeared as a thick, horny mass made 
up of horizontal layers of non-nucleated tissue. In the main, cell outlines were not 
to be found. There were no areas of parakeratosis. Single and double comedones 
of variable size were found which consisted of cylindric cysts of cornified epidermis ; 
the wall of the comedo resembled the epidermis of the surface. In addition to 
iollicular comedones, many horny plugs were to be found which originated from a 
proliferative change in the surface epithelium. In these areas the prickle and 

















Fig. 7.—Beginning of intra-epidermal keratinization. Note the whorl formation. 
Low power magnification. 


granular cell layers showed an increase, and cornified whorls were formed which 
went on to the formation of keratotic cysts which in places were greatly enlarged, 
pushing downward into the corium and upward to communicate with the surface. 

An inflammatory infiltrate composed of round cells, plasma cells and poly- 
morphonuclear leukocytes, with a few giant cells, was to be found in the corium, 
located about the follicles. In certain areas distinct abscess formation was noted, 
situated intra-epidermally and in the deeper parts in and about the follicles. Here 
and there the corium was projected upward as filiform processes covered by an 
atrophic epidermis. In the main, the histology resembled that of acne vulgaris. 
The observations were not suggestive of tuberculosis. 

On section, the scars showed marked atrophy of the epidermis, moderate sclerosis 
of the corium and the presence of large comedones. The elastic fibers were 
destroyed in the process and were represented by broken up particles in the center 
of the lesion, while at the periphery of the scar they were thickened and clumped. 
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Fig. 8.—Atrophic epidermis, horny plug and infiltrate in the corium. Low 
power magnification. 











Fig. 9.—Horny plug and marked atrophy of the epidermis. High power mag- 
nification. 
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Fig. 10.—Giant comedo. Low power magnification. 




















Fig. 11—Comedo scar: atrophic epidermis, large comedo and sclerotic corium. 
Low power magnification. 
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To summarize, there were: atrophy of the epidermis; marked hyperkeratosis, 
with the formation of comedones and horny plugs, and a low grade infiltrate, with 
abscess formation in the corium. 


COMMENT 

From a careful perusal of the literature and from an intensive study 
of our case, we believe that acne conglobata is a clinical entity which 
presents a definite symptom complex, characterized by the presence of 
numerous individual or grouped large single or double comedones, which 
may appear isolated or as components of follicular and perifollicular 
suppurating or crusted elevated plaques. The process is chronic, usually 
extending over a period of years. Destruction may be deep, and new 
foci may continue to appear from time to time, so that lesions of all ages 
are usually present. The individual lesions run a more or less self- 
limited course. Frequently the end of the process results in the forma- 
tion of so-called acne scars which are deep, white, depressed cicatrices 
inclosing bridges or islands of normal tissue and containing large 
securely anchored comedones. This type of scarring is often found in 
the center of a plaque, while extension proceeds at the periphery, making 
oval or serpiginous lesions that have a succulent, vegetating border with 
many sievelike openings and a sclerotic center. 

Where should one classify acne conglobata? Is it a form of acne 
or a pyoderma? What is its relationship to tuberculosis? Is it an 
entity with a specific etiology? Obviously, it is impossible to answer 
these questions with finality and one’s deductions are not necessarily 
accepted proofs. Nevertheless, the pertinence of the questions allows 
one to state that the clinical appearance and course of acne conglobata 
have suggested these same questions to almost all observers. 

Is acne conglobata a form of acne vulgaris? Most observers note 
that patients with acne conglobata exhibited the so-called seborrheic 
state. We are inclined to agree with Barber '? who concluded that the 
essential and obvious change in the seborrheic state is an alteration in 
the secretion and composition of the cutaneous fat, and it is clearly this 
modification that favors the parasitic growth of the saprophytes of the 
skin. Without a doubt our patient exhibited the features of this state, 
which is a part of clinical acne. Almost all the cases reported and our 
patient showed the presence of common acne lesions, i. e., comedones, 


papules and pustules. Some of the features of acne conglobata closely 


resemble those found in severe acne indurata, but the differences between 
the two are great enough, we believe, to accord to acne conglobata a 
definiie identity and to look on the seborrheic state as the outstanding 
connection between the two. Culturally, Staphylococcus albus or aureus 

12. Barber, H. W.: Relationship of Dermatology to Other Branches of Medi 
ine, Lancet 2:363, 1929. 
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is almost always reported. Goldschmidt '* found no difference culturally 
in normal and acne-infected skins. 

In our case, auto-inoculation gave positive results in many trials, 
and the new lesions presented a constant morphology whether the 
inoculation was percutaneous, intra-epidermal or subepidermal, and the 
resulting lesions were macroscopically and microscopically the same in 
various parts of the body. Apparently, inoculation in areas that con- 
tained many sebaceous glands was not essential. 

Histologically we are in accord with other observers and must con- 
clude that the process is closely allied to the severe types of acne vulgaris. 
Selisky '* concluded, after a careful histologic study, that acne conglobata 
was an extreme type of acne vulgaris and should be classified as a 
genodermatosis occurring in a person of the so-called seborrheic type, 
and that the lesions were due to the fact that the follicular epithelium, 
because of a congenital anomaly of internal secretion and an abnormal 
chemical sebum secretion, showed a tendency to proliferation and kera- 
tosis. He expressed his belief that the pyogenic process was a secondary 
inanifestation. 

\Ve believe that in our case, at least, the pyogenic infection played a 
decided role, but we think that the role was specific in the sense that the 
particular virus when inoculated into this patient reproduced identical 
lesions. We inoculated our patient with pus from a case of severe, 
indurated acne, and a mild, small pustule resulted, which healed spon- 
taneously in a few days. Pus from our case of acne conglobata, when 
inoculated into the patient with acne indurata, caused only a_ small 
pustule. We think this significant. Auto-inoculation always resulted in 
typical lesions of acne conglobata. Pus from a patient with acne indurata 
did not reproduce acne conglobata-like lesions in a patient with severe 
acne indurata. May one conclude from this that the virus of acne 
conglobata is specific? We believe not. But we think that we may 
deduct that the virus was specific in this particular soil. Moreover, we 
think that without the pyogenic infection, whether it is secondary or not, 
the typical lesions of acne conglobata would not develop, and that acne 
and pyodermic elements are necessary to produce the clinical entity 
called acne conglobata. Kogoj *° recently discussed the great importance 
of terrain in the pyodermas and in acne conglobata. 

Acne conglobata differs from perifolliculitis capitis abscedens et 
suffodiens in that there is no labyrinth of intercommunicating fistulous 


13. Goldschmidt, W. N.: Die Staphylokokken bei Acne vulgaris, Arch. f. 
Dermat. u. Syph. 149:575, 1925. 

14. Selisky, A. B.: Zur Histologie der Acne conglobata, Arch. f. Dermat. u. 
Syph. 158:460, 1929. 

15. Kogoj, F.: Beitrag zur Frage der chronischen Pyodermien, Arch, f. Dermat. 


u. Syph. 159:14, 1929. 
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tracts, that in acne conglobata the hyperkeratotic change seems to be 
more important in the process than suppuration, and that healing results 
in an acne scar. Smith ?® believed the two diseases to be essentially 
the same. 

The relationship to tuberculosis is based on the clinical appearance 
and course, the microscopic observations, the reaction to tuberculin and 
the response to therapy. 

Ramel '? reported five cases of various severe forms of acne in 
which he found either positive microscopic or inoculation evidences of 
tuberculosis. In the discussion following this presentation, Kreibich 
stated that in a case of acne conglobata he found many acid-fast bacilli. 
Klingmuller said that certain atypical forms of acne might change into 
types of tuberculodermas. Ramel evidently looked on acne vulgaris in 
certain cases as furnishing favorable soil for a later tuberculous change. 

Positive evidence of an active or even quiescent visceral tuberculosis 
is absent from most of the reports. Hoffmann mentioned three patients 
who showed signs of pulmonary tuberculosis. The patient under our 
observation was most carefully examined by experts in the diagnosis 
of visceral tuberculosis and declared free from the disease. 

Hoffmann, Dressler and Oppenheim and Klaar found intracutaneous 
and Pirquet reactions as well as focal responses to be positive. In our 
case there was a mildly positive intracutaneous reaction and a negative 
reaction to the Moro test on repeated tria’:. The material was checked 
against a case of erythema induratum in which a marked positive reac- 
tion occurred. 

Dressler concluded from his studies on a case of Professor Oppen- 
heim’s that the long-standing acne conglobata, even after healing, fur- 
nished the soil for the development of an acneform tuberculid, and that 
the antecedent lesions increased the disposition toward tuberculous 
infection and its location in the tissues previously involved. Our patient 
must be observed for a long period before we may exclude this 
possibility. 

We used injections of gold salts over a rather long period of time 
in order to observe the effect of this therapy on the lesions. There was 
no response, which may carry some weight against a tuberculous etiology. 

Hoffmann 78 summarized the views on the relationship of acne 
conglobata and tuberculosis and concluded that acne conglobata was not 
a form of cutaneous tuberculosis. 

16. Smith, J. Ferguson: On a Form of Chronic Pyodermia, Brit. J. Dermat. 
11:149 (April) 1929, 

17. Ramel, E.: Ueber die Beziehungen der Tuberkolose zur Aetiologie der 
\ene vulgaris und Acne conglobata, Arch. f. Dermat. u. Syph. 155:263, 1928. 

18. Hoffmann (footnote 9, second reference). 
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One must conclude that the definite and specific etiologic factor in 
acne conglobata has not been established, that the condition closely 
resembles certain severe forms of acne indurata and apparently is just 
as closely related to other peculiar forms of chronic pyoderma and that 
in our patient the combination of the two conditions seemed to be 
essential for the development of the disease. 

Certain immunobiologic studies have been undertaken in which this 
case is included with a series of cases of chronic pyoderma. The 
results will be published later. 


ABSTRACT OF DISCUSSION 


Dr. Frep Wise, New York: In his review of the subject of acne conglobata, 
H. Hoffmann called attention to the relationship of this disease to other conditions 
characterized by primary follicular and perifollicular inflammatory processes, such 
as dermatitis papillaris capillittii, and the suppurating and undermining folliculitis 
of the scalp first described by him. My personal observation of so-called acne 
conglobata is confined to not more than five or six cases in twenty-five years 
(of course, I exclude acne cachecticorum) ; on the other hand, dermatitis papillaris 
is a common disease, especially among Negroes, while perifolliculitis abscedens et 
suffodiens is undoubtedly a rare dermatosis. H. Hoffmann stressed the point that 
the name “dermatitis follicularis et perifollicularis” is a better term than acne 
conglobata and he inclined toward the view that the condition is not an exaggerated 
form of acne, but rather a separate clinical entity. In their contribution, Dr. 
Michelson and Dr. Allen leave the matter of classification an open question. The 
clinical resemblances to a severe form of acne are evidenced by the presence of 
comedones, seborrhea, abscess and scar formation. On the other hand, acne vulgaris 
and acne indurata are usually associated with puberty and occur principally in 
young adults of both sexes, while acne conglobata, with possibly a single exception, 
has been observed only in men between the ages of 20 and 40. Another point 
in favor of separating acne conglobata from the common acnes is the location of 
the lesions on the buttocks, thighs and legs. In the case just described, the lesions 
seemed to be most severe and profuse on the buttocks and upper part of the back, 
pointing toward the factor of auto-inoculation of the secretions in the spread of 
the lesions. 

Dr. Michelson and Dr. Allen succeeded in inoculating their patient with material 
from lesions on his own body; this auto-inoculation always results in typical 
lesions of acne conglobata; on the other hand, inoculation of a patient afflicted 
with indurated acne, using the material from a lesion of acne conglobata, produced 
no lasting result, nor did the pus taken from a case of indurated acne produce lesions 
in the patient with acne conglobata. I believe that these experiments are significant 
and again point toward the probability of a separate disease entity. 

In the few cases that I have seen, active tuberculosis either of the skin or 
in the viscera was not demonstrated. I do not believe that tuberculosis plays a 
role in the etiology of acne conglobata. Staphylococcus albus and aureus have 
been demonstrated in the majority of cases having the typical eruption; the 
pathologic changes are analogous to those of acne vulgaris. 

As was pointed out by the essayists, the actual etiologic factor is unknown; 


however, the fact remains that the condition occurs in a person with a seborrheic 
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skin, which in this instance constitutes a soil particularly susceptible to the forma- 
tion of abscesses and scars. The factors that underlie this hypersusceptibility 
are as yet unknown. 

Dr. J. FRANK FRASER, New York: I was very much interested in Dr. 
Michelson’s presentation. There are two possible hypotheses, in my opinion, for 
the explanation of acne conglobata. One is that the lesion is an ordinary acne 
and that the second stage of the process is a secondary infection, with some specific 
agent giving rise to the peculiar characteristics of the lesions of acne conglobata. 
Michelson’s experiments have shown that there is some specific agent in these 
abscess lesions of acne conglobata that is not found in the lesions of ordinary 
acne. I think, then, that we are justified in concluding that acne conglobata is 
specific and different even from the severe types of acne vulgaris. Nevertheless, 
the agent, whatever it is, is not sufficient in itself to produce the specific lesions 
of acne conglobata. The results show that there is another factor that was 
present only in this patient. Apparently two factors are necessary for the pro- 
duction of these lesions, the special predisposition, which was present in this 
patient, plus the pathogenic agent found in the abscess. Whether this predisposition 
is natural or whether it is developed during the course of the disease I do not 
know. The second hypothesis is that which we have mentioned, predisposition 
plus the agent found in these abscesses, without any previous acne. Some would 
interpret all of the types of acne on the same principle, the different types being 
due to the fact that different organisms are at work, as, for example, in the 
case of acne accuminata, the probability is that the pathogenic agent at work 
is the tubercle bacillus. 

With regard to the histology, I agree with Dr. Michelson and Dr. Wise that 


the same picture is frequently seen in acne vulgaris. The giant cells frequently 


seen in the indurative type are foreign body giant cells and are not indicative of 
tuberculosis. 

I was interested in Dr. Michelson’s presentation and I think it an excellent piece 
of work for which he should be commended. He has given us a thorough and, 
[ think, instructive interpretation of the whole subject. 

Dr. WALTER J. HicGHmMan, New York: Although the case that I am about 
to describe has not been formally reported in the literature as an example of 
this condition, it first broke into dermatologic prominence at a meeting of the 
Atlantic Dermatological Conference five or six years ago in Boston, and was 
presented by Dr. Cummings.’ 

Acne conglobata developed in a boy, aged 18, who was previously healthy. He 
came to New York, and I had the opportunity to observe him. He had been 
healthy up to the onset of this disease, which developed as the sequel to an 
ordinary adolescent acne. The picture was exactly that which Dr. Michelson’s 
patient showed. 

The question at issue when Dr. Cummings presented the boy was what to do 
ior him. The surgeons said that the abscesses should be emptied, but the boy 
vas too weak to have this done. The dermatologists said that he could not 
get well unless the pus was emptied, and the buck was passed from one to the 
other, 

On careful examination, we found that the boy was oversized, anemic and weak, 

weakness being due to his having been in bed for months and to the presence 

the pus. He had foci by the dozen, but no one worried as they would have 

he had had an infected tonsil. Laboratory work revealed nothing but staphylo- 
«cl over and over again, except when an anecrobic streptococcus was found in 
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the margin of one ulcer, which could not be found again, and all attempts to find 
tubercle bacilli failed. The results of the tuberculin test were negative. ‘t wa 
clear that he should be turned over to a surgeon. The abscesses were evacuated, 
and when necessary the skin was resected, as, for instance, over the entire perineum, 
which was riddled with abscesses. I concluded that the process was due to lack 
of resistance, and not knowing how to raise the immunity, we decided to try 
transfusion. From the day this was begun the patient began to improve. What 
transfusion had to do with it I do not know. On the strength of his anemia, I 
gave him liver. Although he did not like liver, he thrived on it. Now the boy is 
healthy and active, although he is far from beautiful, for acne conglobata does 
not leave one with the pristine smoothness of skin with which we are born. The 
disease was not tuberculosis, but a curious lack of resistance to pus-producing 
organisms. I think that in the light of our present-day knowledge the subject 
is one of great importance and still a mystery. 

Dr. SAMUEL SWIETZER, Minneapolis: As I was one of the group who saw 
this patient, I wish to say a word about the case. 

Clinically, the patient presented a condition that would be considered acne in 
some aspects, and in some others that resembled closely the superficial and deep 
pyogenic eruptions of the skin with undermining of the edges and irregular 
scarring. What I wish to emphasize is the splendid result of the treatment 
obtained under the care of Dr. Micheison and Dr. Allen, a point that Dr. 
Michelson did not bring out. 

Dr. Jesse B. SHELMIRE, SR., Dallas: For the past six years, we have had 
under observation, a patient with clinical symptoms such as those described in 
Dr. Michelson’s paper. 

At the time of the first visit to us he was 19 years of age, 5 feet 8 inches 
(172.7 cm.) in height, and weighed about 160 pounds (72.6 Kg.). The scalp 
was a mass of scars, scabs and ulcers with few hairs left. The face was dis- 
figured by scars, pustules and comedones. The scars, ulcers and verrucous lesions 
on the body were larger and more numerous than those on the patient reported 
by Dr. Michelson. 

We were soon able to exclude syphilis, blastomycosis and bromoderma from 
the diagnosis. Efforts were then made to prove that the case was tuberculosis. 
The results of repeated laboratory tests were always negative. The initial lesions 
were superficial, and there were deep abscesses. The father stated that the patient 
had been continuously afflicted with boils since the age of 2 years, the first 
appearing on the scalp. He is now 25, and, except for lesions on the skin, is in 
good physical condition. 

Some of the larger verrucous lesions are still present, and there is an occasional 
abscess. In 1928, we removed a squamous cell epithelioma from the scalp. 
The hair of the scalp, axilla and pubic region has been aimost entirely destroyed 
Several years ago this patient was seen by Drs. Michael, Crutchfield and Ormsby, 
all of whom thought that the condition was most likely tuberculosis. As more 
light has been shed on these rare cases within the past few years, we have come 
to the opinion that the disease in this boy began as pyoderma, which in later years 
became associated with acne conglobata. Dr. Michelson’s paper and the discussion 
have helped to confirm this opinion. 

Dr. E. D. Crurcurietp, San Antonio, Texas: Persons who do not get well 
from tuberculosis at Saranac Lake, El Paso or in California, finally come to 
San Antonio, and as a result we have a good many institutions around there 


run by insurance companies and so on, and we see this disease as Dr. Michelson 
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described it. It occurs commonly in these patients, and I think that the only 
patients in whom I have seen it were tuberculous. They are frequently in 
the terminal stages of tuberculosis, but we see a good many patients whom 
we are able to treat. The man who does my bacteriologic work has cultivated 
many specimens, and he says that in many instances in this type of acne, even 
in the large abscesses, he finds no organisms. As much as 1 cc. of pus may be 
examined and no organisms found. It seems to be a staphylococcic disease, and 
we treat the patients accordingly. We believe that tuberculosis is one of the 
factors, of which the essayist spoke, in lowering the resistance, and I feel that the 
disorder is associated with tuberculosis more often than with any other condition. 


Dr. Martin F. Enoman, St. Louis: I should like to know if acne bacilli 
have been seen in the walls of the cystlike lesions. 


Dr. H. E. Micuerson, Minneapolis: I wish to thank each of the gentlemen 
for his discussion. Dr. Highman’s investigation was along much the same line 
as our studies. In our patient we found that the blood contained no agglutinins 
for the organism from the lesions, which, probably, is nearly the answer to the 
whole situation. From a therapeutic angle, cleanliness, sulphur baths and the use 
of an intravenous vaccine to increase the agglutinins were the factors that brought 
about improvement. In answer to Dr. Engman, we did not look for acne bacilli. 








DERMATITIS OF THE EYELIDS CAUSED 
BY DIONIN 


DEVELOPMENT OF LOCAL HYPERSENSITIVENESS AFTER ELEVEN 
YEARS’ USE * 


CLYDE L. CUMMER, M.D. 
CLEVELAND 


Dermatitis of the eyelids often presents a problem in etiology. The 
following case is reported because no reference has been found to 
dioni:: as a cause of dermatitis venenata in the standard texts on der- 
matology or in the current literature, and because the sensitiveness to the 
drug did not appear until after it had been used steadily without 
untoward effect for over eleven years. 


REPORT OF A _ CASE 


Case 1.—Mrs. N., aged 68, had been seen by Dr. William Evans Bruner of 
Cleveland, in 1917. He found evidence of an incipient cataract and directed the 
instillation of 2 per cent aqueous solution of dionin into the conjunctival sacs. 
The solution was dropped into the eyes by the patient once a day for five 
days a week with great regularity until she appearance of the dermatitis. In the 
meantime, the strength of the solution had been gradually increased to 4 per cent. 
The patient felt that this had had a beneficial effect in retarding the development 
of cataract. 

When I first saw the patient on Nov. 6, 1928, the upper and lower eyelids of 
both eyes showed symmetrical dusky red erythema, marked edema and superficial 
branny scaling. This had been present for one month with a remission of a few 
days following temporary suspension of the use of a solution of dionin. No 
history could be obtained of any other irritant, and yet the patient made every 
effort to exonerate the obvious cause, claiming that she had used it all these years 
and that it had never produced trouble in all this time. While it was explained 
that in all probability the tissues had finally developed sensitivity to the drug, the 
patient continued to deny the possibility of its having caused the trouble, in the 
face of the improvement which followed cessation and the recurrence on resump- 
tion. 

She was directed to use cold boracic acid solution compresses and a zine oxide 
lotion, and to discontinue the dionin again. The lids became normal promptly, 
only to become inflamed each time dionin was tried. A contact or “patch” test 
applied to the extensor surface of the thigh failed to show any inflammatory 
reaction. 

In spite of the negative result of the patch test, the relation between cause and 
effect seems unquestionable, because of the reappearance of the eruption each time 
dionin was used in the conjunctival sac. The establishment of local allergy is 
offered as a possible explanation. 


*Submitted for publication, April 16, 1930. 
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Dionin is ethylmorphine hydrochloride. According to de Schweinitz,’ 
few seconds after instillation into the conjunctival sac it produces 
smarting, burning, stinging and marked edema of the conjunctiva, 
especially that of the bulbar expansion. Occasionally, the lid partici- 


pates in the swelling, and not rarely the dionin reaction is severe. 


Soon the eye establishes immunity, and after a few applications on 
succeeding days, the reaction is little marked and sometimes does not 
take place. Within twenty minutes, the edema of the primary reaction 
subsides and analgesia appears, which may last several hours. The 
drug, he stated, is a lymphagogue, an analgesic, and probably has some 
influence in altering and conserving the nutrition of certain tissues, for 
example, the cornea. De Schweinitz employs the drug in a solution 
varying in strength from 1 to 5 per cent, according to indications, 
from once to four times a day until immunity is established. If it is 
urgent that the drug be continued after establishment of immunity, the 
strength of the solution may be increased, but not beyond 10 per cent. 


SUMMARY 

A case is reported of dermatitis of the eyelids due to dionin. The 
drug had been employed in the treatment of cataract, having been 
instilled regularly into the conjunctival sac. No reference to dermatitis 
of the eyelids due to this drug has been found in a cursory examination 
of the literature. Sensitivity of the cutaneous tissues developed sud- 
denly after dionin had been employed eleven years without untoward 
results. 

1. de Schweinitz, G. E.: Diseases of the Eye, ed. 10, Philadelphia, W. B. 
Saunders Company, 1924, p. 688. 








INTESTINAL FLORA IN PSORIASIS 


A PRELIMINARY REPORT * 
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NEW YORK 


Many theories as to the cause of psoriasis have been proposed, but 
none has found general acceptance. Its etiology at present is so obscure 
that it would seem desirable to continue investigating the condition from 
every aspect, with the hope that a promising lead may develop in one or 
another of the methods of approach. Apparently little or no attention 
has hitherto been given to the character of the intestinal flora in this 
disease. It would seem possible that it might harbor some organism or 
organisms that produce a toxin acting on the skin, or there might be a 
sensitization to or allergy toward the protein of certain intestinal 
organisms. That such sensitiveness may occur is suggested by the 
recent observations of Famulener and Davis in regard to skin reactions 
following intradermal injections of vaccines prepared from intestinal 
bacteria. They found that organisms belonging to the B. coli group 
gave most marked skin reactions, particularly in patients who were 
subject to “intestinal upsets.”’ In this connection may also be cited the 
suggestion of Wachowick and his co-workers that Moniliae are in some 
way related to psoriasis. They stated that Moniliae apparently have 
been demonstrated in skin scrapings and suggested that the skin becomes 
sensitized to them, and that chance entrance of the organism into the 
blood from the intestine and lodgment in the previously sensitized skin 
might account for the lesions. 

The cases from which stool specimens have been examined were of 
several degrees of severity and duration. This preliminary report covers 
the observations on twenty consecutive patients. A brief clinical history 
is given in the accompanying table. 

Each patient was instructed to take a 1 grain (0.065 Gm.) tablet 
of phenolphthalein and to bring his fecal specimen in a sterile jar to the 
laboratory without delay. In composition the specimens ranged from 
formed boli to fluid. Only four were foul in odor, and in only one 
case was any excess of mucus noted. As regards reaction, twelve were 
nearly neutral with a py ranging from 6.8 to 7.4, and thus normal ; three 
were unusually alkaline with a py of from 7.6 to 8.4, and five were acid 
with a py ranging from 5.6 to 6.4. Fifteen might be considered as nor- 
mal, with five more or less putrefactive. 


* Submitted for publication, March 7, 1930. 

* Read at the Fifty-Third Annual Meeting of the American Dermatological 
Association, Cleveland, June, 1930. 

* From the Department of Dermatology and the Department of Public Health 
and Preventive Medicine, Cornell University Medical College. 
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The principal cultural methods used in these examinations have been 
described by one of us (J. C. T.) elsewhere. Suffice it to say that they 
combined such procedures as have proved adequate for a comprehensive 
survey, from both a quantitative and a qualitative standpoint, of the 
intestinal flora, including the aerobic and anaerobic types. Represen- 
tative types of bacteria were isolated from each specimen and subjected 
to differential cultural examinations to such an extent as seemed desir- 
able, the purpose, of course, being to determine whether there was any- 
thing in common in these cases as regards the presence of a particular 
type of intestinal organism or organisms or the uniform predominance 
of one bacterial group over the others. As one of us has had consider- 
able experience in such analyses of intestinal floras in other pathologic 
conditions, we were in a favorable position to recognize any divergence 


Clinical Data for Twenty Patients 











Patient Duration Extent 
1. J. BR. 10 years Acute exacerbation on chest and back 
. A. G. 1 year Sealp 
3. J. 8. 1% years One large plaque on left outer calf; other small lesions 
. B. B. 28 3 years Generalized with typical patches on knees and elbows 
> eo ae 14 years Nearly generalized lesions, from size of pinhead to that of shilling 
3. G. G. é Several Lesions on elbows and one hand 
- a a 25 years Lesions on trunk and extremities 
. EB. d. 8% years Scattered lesions on trunk, elbows and knees 
.C.MeD. § 4months ‘Trunk and legs, scattered 
J. R. 2 years Extensive on trunk and extremities 
de 6 years Thick scaling lesions, scalp, back and arms 
‘ 7 years Practically universal, itching acute type 
5 years Lesions on sealp and body; some large 
10 years Scattered, generalized 
9months Lesions behind ears and over elbows 
14 years Acute generalized, confluent patches on face 
8 years Trunk, scalp and extremities; worse in cold weather 
2 years Sealp and elbows 
2 years Scalp 
5 years Lesions on wrists, elbows, knees and hands 
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from the normal as regards either types of bacteria or numbers in these 
cases. 

Microscopic examination of gram-stained films from these stool 
specimens showed nothing of a peculiar nature, as the relative number 
and types of gram-positive and gram-negative organisms varied about 
as they would in a series of nonpsoriatic cases. Quantitative counts of 
the average number of bacteria in gram-stained films prepared with 0.01 
cc. to a standardized fecal suspension showed a greater number of low 
than of high counts. There was no evidence either microscopically or 
culturally of any consistent excessive growth of bacteria in the intestine 
but in fact the contrary. 

In the majority of cases, the aerobic bacteria growing on the aerobic 
culture plates consisted only of B. coli, Streptococcus faecalis and other 
enterococci, at times chain-forming streptococci, and rarely B. acidoph- 
lus. The last was found in only two of the twenty cases. Members of 
the paracolon or nonlactose splitting intermediate group were encoun- 
tered in only two and B. proteus in only two cases; in each instance they 
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were found in small numbers. Considering first the B. coli group, there 
was the greatest variety in the numbers present. In five cases, high 
counts were found ; in seven cases, moderate numbers and in eight cases 
what might be termed subnormal numbers. In one case the group was 
not represented in the flora, and in another the number was exceedingly 
small. B. coli-communis and B. acidi-lactici were encountered most 
often; B. coli-communior in only three cases of seventeen and B. aero- 
genes in only two. Production of indol by these strains was marked 
with eight, moderate with five and low or negative with five. Repre- 
sentatives of hemoiytic B. coli were found in three cases, but in each 
instance the zone of hemolysis on blood agar was narrow. Speaking 
generally, the hemolytic B. coli, as they occur within the intestine, have 
more nathogenic significance than the nonhemolytic. Virulence tests 
by ineculation into mice have been carried out with fifteen of these B. 
coli strains; of these, seven showed evidence of some toxic properties, 
whereas eight were nonvirulent. Altogether it cannot be said that any 
evidence has yet been found, as far as numbers and types are concerned, 
suggesting any relation between the intestinal B. coli and the skin 
lesions. 

The other principal aerobic type in the flora was the Streptococcus- 
enterococcus group. The first few cases examined yielded some green, 
slowly hemolyzing, long chain streptococcie strains which are seldom 
encountered in the large intestine. They seemed so definitely foreign 
to that locality that it was thought possible they might be of significance. 
The majority of this series of cases, however, were negative for this 
long-chained type, and they were in no way characteristic for the con- 
dition. Most of the cases showed the green-producing enterococcus, but 
‘t is commonly found in the human bowel. There were no hemolytic 
types of streptococci. .\s regards the numerical index for this group, 


it may be said that these cases yielded on the average lower counts than 


one would be likely to find in a similiar series of normal persons. In 
four of the twenty cases no enterococci were found. The normal 
Streptococcus faecalis (enterococcus) was unusually scarce. 

Cultures for yeasts were made by streaking the fecal material on 
Sabouraud medium plates. In five of seventeen cases no yeast or 
Monitia was found. In the fourteen positive cases there were only 
six from which Monilia were isolated, the rest yielding saccharo- 
mycetic types. In only two cases were the yeast colonies numerous. 
There was no evidence, then, as far as these cases were concerned, that 
sufferers from psoriasis harbor in the intestine unusual numbers of 
Monilia that might serve as a focus for sensitization of the skin. No 
unusual types of the fungus groups were found. 

As regards the gram-positive, spore-bearing anaerobe group, in 
only six cases were putrefactive types found. B. welchii, which is 
classified in the fermentative group, was present in nineteen of the 
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twenty cases. In five patients B. welchii was found in larger numbers 
than may be considered normal, in two it was not found, and in seven 
it was found in small numbers. There was nothing particularly unusual 
or uniform in respect to the numbers or types encountered. 

Considering the intestinal flora of these several cases as a whole, it 
may be said that in nine there was no evidence of a putrefactive trend, 
while in five there was a moderate tendency and in six a marked tend- 
ency to putrefaction. It cannot be said, accordingly, that there was any 
uniformity in the biologic activities of the floras in these cases, nor 
would it seem likely that they would give rise to toxic products within 
the intestine of any degree of similarity, if at all. The five generalized 
cases showed the same diversity in the floras, as did the milder cases. 

These studies are being pursued further, and a complete detailed 
report will be published at a later date. 

Skin sensitization tests with autogenous antigens prepared from 
various organisms isolated from the intestinal tract have been carried 
out in a number of cases, but the data at hand are as yet too few and 
inconclusive to warrant publication. 

A number of patients have been treated with autogenous vaccines 
prepared from the various intestinal organisms—in some cases as indi- 
cated by positive skin sensitization tests. Patients treated with the fol- 
lowing vaccines have shown no response: B. coli, B. proteus, a Bargen 
type enterococcus vaccine, a nonlactose fermenting paracolon vaccine. 
Two patients treated with an autogenous vaccine of Streptococcus viri- 
dans have apparently responded favorably; the patients in four other 
cases have so far shown no improvement. The number of patients 
treated is too small to warrant any conclusions, bearing in mind the 
tendency of psoriasis to spontaneous remissions and the possibility of 
the improvement being due to a nonspecific protein reaction. 

Blood cultures are being done, with a special technic, but as yet no 
data are available. 

In conclusion it may be said that no evidence has yet been found 
which would seem to indicate any connection between the numbers and 


types of bacteria vegetating in the human intestine and the development 


of psoriasis. 
ABSTRACT OF DISCUSSION 
Dr. Paut A. O’LEARY, Rochester, Minn.: Several years ago I became 
interested in a similar problem in the study of one phase of allergic dermatitis, 
believing that the presence of intestinal organisms of both the pathogenic and the 
nonpathogenic types might be a factor in the production of the hypersensitivity 
that patients with this disease possess. It was surprising that more than 70 per cent 
of the patients with allergic dermatitis were found to have intestinal amebiasis. It 
was, however, impossible to interest the parasitologist in these observations. ‘The 
treatment for the amebiasis resulted in a definite improvement in the dermatitis in 
a few instances. However, long periods of observation are essential before 
significant deductions can be made in work of this type. 














REACTIONS OF THE SKIN FOLLOWING THE INTRA- 
DERMAL INJECTION OF ARSPHENAMINE 


POSTARSPHENAMINE DERMATITIS * 
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SHUTAI T. WOO, MLD. 


HARRY M. ROBINSON, M.D. 
AND 
LESLIE N. GAY, M.D. 


BALTIMOKE 


It is now generally believed that postarsphenamine dermatitis is 
the result of direct sensitization to arsphenamine, to the products of 
its metabolism or to a state of general allergic instability or hyper- 
sensitiveness not necessarily absolutely specific for arsphenamine. That 
it is a sensitization phenomenon seems clear from the fact that certain 
types of arsphenamine dermatitis, notably the exfoliative and vesicular 
rashes, practically always recur after any subsequent injection of the 
same arsphenamine product which originally produced them, no mat- 
ter how small the dose (within therapeutic limits) or how long the 
interval between injections. Furthermore, there is some clinical evi- 
dence that certain instances of dermatitis may be actually drug specific 
in that, for example, neoarsphenamine or silver arsphenamine may be 
given, at first cautiously and finally in full dosage, to a patient who 
cannot take arsphenamine because of recurring rashes. These points 
are discussed in papers by Moore and Keidel ? and by Stokes and Cath- 
cart.? 

Reports of other sensitization phenomena apparently caused by the 
arsphenamines have appeared from time to time. For instance, 
Klauder * reported the case of a patient in whom itching and eczematoid 


Submitted for publication, March 7, 1930. 

* Read he Fiftv-Third Annual ting of the American Dermatological 
\ssociation, Cleveland, June 20, 

* From th yphilis Division and the Protein Sensitization Division of the 
Medical Clinic, the Johns Hopkins Hospital. 

1. Moore, J. E.. and Keidel, A.: Dermatitis and Allied Reactions Following 
he Arsenical Treatment of Syphilis, Arch. Int. Med. 27:716 (June) 1921. 

2. Stokes, J. H., and Cathcart, E. P.: Contributing Factors in Post-Arsphena- 
nine Dermatitis with Special Rcference to the Influence of Focal and Intercurrent 
Infection, Arch. Dermat. & Syph. 7:14 (Jan.) 1923. 

3. Klauder, J. V.: Hypersensitiveness to Local Contact with the Arsphena- 
mines Producing Chronic Eczematoid Dermatitis and Asthmatic Symptoms, Arch 
nat. & Syph. §:486 (April) 1922 
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lesions of the fingers and mild respiratory symptoms developed when- 
ever he came in contact with arsphenamine preparations ; the cutaneous 
symptoms were relieved after the patient wore rubber gloves. Babalian * 
mentioned the case of a patient who developed severe symptoms of 
rhinitis and asthma on entering a room in which an ampule of arsphena- 
mine had been opened. 

It should be emphasized that other of the more common arsphen- 
amine accidents, notably jaundice and the nitritoid crisis, are generally 
conceded to rest on a pharmacologic-toxic basis rather than on specific 
or general hypersensitiveness, so that in this respect, reactions of the 
dermatitis group are unique. 

Valuable clinical information has been obtained in different forms 
of hypersensitiveness by intradermal or cutaneous testing with sus- 
pected substances. In 1920, Mook® carried out cutaneous tests with 
arsphenamine by the scratch method in a patient who had had recurr- 
ing erythematous rashes after the intravenous injection of the drug, 
with negative results. Stuart and Maynard ® reported positive intra- 
dermal skin tests in two of three patients who had suffered from 
exfoliative dermatitis, while in twenty-three patients used as controls, 
the tests were negative. Many investigators, notably Frei and Mayer,’ 
Klauder* and Kagelmann,$ have attempted intradermal tests in a 


small number of patients who had had arsphenamine dermatitis, with 
generally inconclusive results. 

Interest in the subject has been reawakened by the recent publica- 
tion of communications from Frei® and Sulzberger,’® both reporting 
on experimental work done in Jadassohn’s clinic in Breslau, and from 


4. Babalian: Crise nitritoide aprés injections sous-cutanées de deux centi- 
grammes de 914, Paris méd. 43:195, 1922. 

5. Mook, W. H.: Skin Reactions to Apothesin and Quinine in Susceptible 
Persons, Arch. Dermat. & Syph. 1:651 (June) 1920. 

6. Stuart, H. C., and Maynard, E. P.. Jr.: Hypersensitiveness to Arsphena- 
mine Following Exfoliative Dermatitis: A Cutaneous Test, Arch. Int. Med. 
26:511 (Nov.) 1920. 

7. Frei, W., and Mayer, R. L.: Versuch einer chemischen Analysie der 
Hautiiberempfindlichkeit nach salvarsan Dermatitiden, Arch. f. Dermat. u. Syph. 
153 :606, 1927. 

8. Kagelmann, H.: Ein Beitrag zur Frage der Salvarsan Dermatitis, Arch. f. 
Dermat. u. Syph. 153:173, 1927. 

9. Frei, W.: Ueber willkiirliche Sensibilisierung gegen chemisch definierte 
Substanzen: I. Untersuchungen mit Neosalvarsan am Menschen, Klin. Wehnschr. 
7:539, 1928; II. Untersuchungen mit Neosalvarsan am Tier (Salvarsanexantheme 
beim Tier), ibid. 7:1026, 1928. 

10. Sulzberger, M. B.: Hypersensitiveness to Arsphenamine in Guinea-Pigs: 
I. Experiments in Prevention and in Desensitization, Arch. Dermat. & Syph. 
20:669 (Nov.) 1929. 
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Nathan and Munk." Further reference to these articles will be made 
in the discussion of our own material. 


EXPERIMENTAL METHOD 
We began the experimental investigation of intradermal testing for 
sensitization to arsphenamine in human beings in 1923, when sixty- 
seven patients were tested. For various reasons, this work was not 
published at the time, but in 1928 experiments were recommenced and 
an additional eighty-two patients were investigated. Since the results 
in the two series of patients did not materially differ, they will be con- 
sidered as a whole. 


In the first series, the drugs employed were: arsphenamine, neoarsphenamine 
and silver arsphenamine, in dilutions of 1: 1,600, 1:6,400 and 1:25,600. The 
arsphenamine was properly alkalinized, and a solution of 0.2 per cent sodium 
hydroxide (the approximate dilution of alkali in prepared arsphenamine solution) 
was used as a control. In the second series, the only drug employed was ars- 
phenamine (alkalinized) in a dilution of 1: 2,000, or more rarely, 1: 1,000, while 
the control alkali solution was 1 instead of 0.2 per cent. No marked differences 
in reactions with varying concentrations of the drugs were observed, so that the 
results may be conveniently grouped. 

About from 0.06 to 0.08 cc. of each of these solutions was injected intra- 
dermally into the upper third of the flexor surface of one or the other forearm 
with a tuberculin syringe and a 25 gage needle. The immediate reaction was 
observed for two hours, and patients were seen as frequently as possible there- 
after for from four to twelve weeks. 


TYPES OF REACTIONS OBSERVED 

The intradermal injection of arsphenamine ** or of from 0.2 to 1 
per cent of sodium hydroxide solution causes a sharp burning pain at 
the site of injection. In every case tested a zone of erythema from 
3 to 6 cm. in diameter, unaccompanied by subjective symptoms, appeared 
about the injected wheal, and persisted for an hour or so. This erup- 
tion had completely disappeared by the following day. Since this is 
the response of the tissues to the injection of an irritating chemical, it 
is dismissed from further consideration in this paper. 

There are two types of late manifestations of the skin at the sites 
into which the arsphenamine is injected. (No late reactions were 
observed in the sodium hydroxide controls). The first of these mani- 
festations appears between the second and tenth day and lasts for sev- 
eral weeks (from two to six). It consists of a firmly infiltrated, 


11. Nathan, E., and Munk, A.: Ueber experimentelle Sensibilisierungs- und 
Allergie-Erscheinungen der Haut gegeniiber Mysosalvarsan, Klin. Wschnschr. 
7:1125, 1928. 

12. Throughout the paper, the generic term arsphenamine is understood to 
include all members of the arsphenamine group, unless otherwise specifically stated. 
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purplish papule, from 10 to 20 mm. in diameter, with a surrounding 
zone of marked edema and intense erythema, a second outer zone of 
faint yellowish discoloration and a total diameter of from 30 to 50 mm. 
With recession, there may be from slight to marked scaling and des- 


quamation. Itching is severe and annoying. This type of reaction 


will be referred to subsequently as an early positive reaction. 

The second type of late manifestation appears considerably later 
than the one just described, usually developing from the second to the 
fourth week after injection and lasting, sometimes with repeated reces- 
sion and flare-up, for from one to three months. The lesion consists 
of a smaller, firmly infiltrated and indurated papule, from 5 to 8 mm. 
in diameter, with but a narrow zone of surrounding erythema, no note- 
worthy edema and some itching. When this papule is blanched by 
pressure, a yellowish-brown stain remains, similar to that seen in a 
papular syphilid. Histologically, in two specimens examined, there was 
some edema of the corium and dense round cell perivascular infiltra- 
tion. This manifestation will be referred to hereafter as a late positive 
reaction and is identical with the type of reaction described by Frei ® 
as the “flare up” or “aufflammungsphanomen.” 


RESULTS 

These intradermal tests were applied in thirty-six normal persons 
as controls; in sixty-one syphilitic patients, most of whom had had 
from six to nineteen intravenous injections of an arsphenamine product 
before the test, but a few of whom had had no previous treatment ; in 
nineteen patients with hay-fever as a group of persons with known 
allergic instability, and in thirty-five patients who had arsphenamine 
dermatitis. 

Normal Persons.—I\n our own material, thirty-six normal persons, 
none of whom had had syphilis or had received. any previous arsphen- 
amine product, were tested. Twenty-two, or 60 per cent, developed a 
moderate to severe late reaction (flare-up, “Aufflammungsphanomen” ), 
appearing from three to four weeks after the injection. This is the 
same type of reaction observed by Frei,? who performed an identical 
experiment using neoarsphenamine in a dilution of 15:1,000. The 
frequency with which Frei observed this phenomenon is not clear, but 
a flare-up reaction appears to have been produced in five of sixty-six 
patients after a single injection; in three more after a second injection 
and in five of twelve patients to whom daily intradermal injections were 
given for nine days. In Frei’s experiments with patients who developed 
a flare-up reaction, a second intradermal injection in the opposite arm led 
to a flare-up at the site of the second injection with an incubation period 
shorter than that of the original reaction, and also to a fresh flare-up 
at the site of the original injection. 
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Frei pointed out the analogy between this delayed reaction and that 
occurring after the intracutaneous injection of foreign protein, and he 
expressed the belief that it represents a true sensitization of the normal 
skin to arsphenamine. The delay in appearance of the reaction he 
explained by hypersensitivity of the cells of the skin, increasing in 
strength after the sixth day. 

Nathan and Munk,"' using sulpharsphenamine in a dilution of 
1: 100, found a similar phenomenon in nine of seventy-two normal 
patients. These patients, when reinjections were made as late as three 
and one-half months after the first injection, showed increased sensi- 
tivity at the site of the second injection and a fresh flare-up at the site 
of the first. While Nathan and Munk agreed with Frei that this 
flare-up reaction means sensitization of the skin by arsphenamine, they 
went further in feeling that sensitization may occur in a patient in 
whom the flare-up reaction is absent. The case of one such patient 
is described in detail. No reaction followed the original intradermal 
injection. Eight weeks later, a second injection in a different site 
produced a strongly positive reaction lasting eight days at the site of 
injection, with no mention made of the site of the original injection: 
six weeks later, a third intradermal injection was followed immediatel) 
(in ten minutes) by an enormous itching wheal and by equally rapid 
flare-ups in each of the two previously injected areas, marked general- 
ized urticaria and erythema and severe headache and nausea. This 
alarming reaction lasted three hours. A second precisely similar case 
was observed but is not described in detail. 

In this connection, it is of interest to point out that the patient 
whose case was reported by Klauder * developed a localized dermatitis 
and respiratory symptoms on contact with arsphenamine eight months 
after he had served as a voluntary control for intradermal tests of the 
drug; several authors, especially Klauder and Nathan and Munk, 
expressed the belief that postarsphenamine dermatitis is more likel\ 
to occur if an extravasation of the drug into the subcutaneous tissues 
occurs during previous treatment, thus sensitizing the skin. Our own 
experience with postarsphenamine dermatitis does not agree with this 
last point. In our clinical material extravasations are frequent, since 
medical students are taught to give intravenous injections in our clinic; 
vet dermatitis rarely develops following an extravasation, and usually 
occurs in patients to whom this accident has not happened. 

The interpretation that the late delayed reaction is an expression 
of sensitization of the normal skin to arsphenamine is to some extent 
challenged by the work of Stokes.’* In 1916, this investigator found 


13. Stokes, J. H.: Studies on Intradermal Sensitization: I. Intradermal 
Reactions to Emulsions of Normal and Pathologic Skin, J. Infect. Dis. 18:402 
1916; II. On Intradermal Reaction to Agar and on Interpretation of Intradermal 
Reactions, Medicine 18:415, 1916 
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that by injecting intradermally into his own skin and into that of others 
emulsions of his own skin (a homologous protein suspension), he 
could produce delayed reactions somewhat similar to those which we 
describe as resulting from arsphenamine. He further demonstrated 
that late reactions occurred after the intradermal injection of agar, and 
that they tended to appear earlier the more frequently they were pro- 
duced. He regarded these reactions, not as antigen-antibody, but as 
nonspecific adsorption, phenomena—adsorption of the patient’s own 
skin in response to a focal necrosis. 

The experiments on syphilitic patients previously treated with ars- 
phenamine, next to be described, and on animals by Frei® and ‘Sulz- 
berger,’° have some bearing on this point. 

Syphilitic Patients——We tested sixty-one syphilitic patients, almost 
all of whom had received or were undergoing treatment with arsphen- 
amine. In this group, too, “flare-up” reactions were observed, though 
less frequently than in normal controls (44 as compared with 60 per 
cent). Most of these patients, however, reacted early (within from 
two to ten days) rather than late, and, in general, the local reaction 
was less marked in extent and less persistent than in the normal con- 
trols. Within this group there seemed to be no material difference in 
the result, whether the patient had or had not received previous ars- 
phenamine therapy or whether he had or had not suffered from reac- 
tions to arsphenamine other than those of the dermatitis group. It 
need scarcely be said that none of the patients in this group had ever 
had postarsphenamine dermatitis. 

In contrast with these results, Frei® tested seventy-seven similar 
patients, and observed no reactions. Both his and our resuits may be 
reconciled, however, especially when considered in connection with the 
results of the experiments on animals performed by Frei and Sulzberger. 
These investigators have shown that if 1: 100 neoarsphenamine solution, 
is injected intradermally into guinea-pigs, a large percentage of the 
animals (about 60 per cent) develop the same type of delayed flare-up 
reactions as normal persons. If the animals are given subsequent 
intradermal reinjeci:ons (thirty-one days later), there is a more marked 
reaction at the site of the second injection, which appears within from 
one to three days instead of the six to nineteen days necessary for the 
development of the reaction from the first injection. If the intradermal 
test is repeated a third time (seventy-eight days after the first injection), 
the same phenomenon is observed. This hypersensitiveness can be 
entirely prevented by the administration of from one third to three 
fifths of the minimal lethal dose of neoarsphenamine, given by the 
intracardial route on the day following the first intradermal injection. 
If, on the other hand, the intracardial injection is delayed to the 
fifteenth day, there appears within twenty-four hours a marked intensi- 
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fication of the flare-up reaction at the site of the intradermal injection, 
and, in addition, a generalized dermatitis, usually macular, erythematous 
and morbilliform, but in one of Sulzberger’s animals, typically exfolia- 
tive. Similar experiments carried out by Frei on rabbits, dogs and 
monkeys gave negative results. 

These experiments seem to indicate that it is possible to sensitize 
the skin of guinea-pigs to arsphenamine, not only locally but generally ; 
that the hypersensitiveness may be prevented by the introduction of th¢ 
allergen into the blood stream if this occurs soon enough (twenty-four 
hours) after the potentially sensitizing injection, but that after hyper- 
sensifiveness has developed to a certain point (fourteen days), an 
intracardial injection of the drug not only fails to desensitize the 
animal, but produces generalized evidence of the hypersensitive state 

These facts appear to provide the explanation of the differences 
observed in testing normal human controls and treated syphilitic 
patients. The lessened frequency of reactions in the latter group, and 
especially the much earlier appearance of the reactions, would appea 
to be due to the fact that sensitization is prevented by the intravenous 
administration of the drug previous to or simultaneously with the 
intradermal injection. 

It should be pointed out here, furthermore, that the difference in 
incidence of late flare-up reactions in normal persons ir our own material 
(60 per cent) as compared with that of Frei (12 per cent?) and of 
Nathan and Munk (12 per cent), as well as the fact that we observed 
44 per cent of reactions (although of altered character) in treated 
syphilitic patients where Frei saw none, may be due to the fact that 
we employed arsphenamine proper, while these investigators used 
neoarsphenamine and sulpharsphenamine, respectively. \s Bloch ** 
pointed out, idiosyncrasy (to drugs for example), which probably 
differs from true allergy quantitatively rather than qualitatively, varies 
enormously with the substance used as allergen. It is possible that 
when injected intradermally arsphenamine is a better allergen than 
other members of the arsphenamine group. 


*,) 


Patients with Hay-Fever—Nineteen patients with hay-fever (all 
known to be sensitive to ragweed, timothy or both), none of whom had 
had syphilis or had received treatment for it, were tested by us with 
intradermal injections of arsphenamine. In this group eighteen patients, 
or 94 per cent, reacted positively, but there were wide differences from 
the normal controls. In the hay-fever group, positive reactions were 
much more intense and severe, and all except two appeared early (in from 
one to two weeks, rather than in from three to four weeks). Only on 






14. Bloch, B.: The Role of Idiosyncrasy and Allergy 
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patient of the whole group failed to show any reaction at the site of 
injection. From two persons in this group, passive transfer of the 
apparent sensitiveness was attempted by the Prausnitz-Kustner method. 
Blood serum from these two patients was injected into each of two skin 
areas in five normal persons. The latter were subsequently given 
intradermal injections, at appropriate intervals, of arsphenamine into 
one area and of pollen extract into the other. In all five, the injections 
of arsphenamine gave negative and the injections of pollen positive 
results. 

Unfortunately, we have not as yet attempted the passive transfer 
method of demonstrating sensitization in positively *eacting (and there- 
fore presumably sensitized) normal persons, or i. positively reacting 
patients with postarsphenamine dermatitis. The negative results of 
this experiment in the hay-fever group, however, seem to demonstrate 
that here, at least, as in similar experiments with other drugs, passive 
transfer fails. We believe that the most plausible explanation for the 
severe early reactions in patients with hay-fever is that developed by 
the experiments of Auer, namely, “that a sensitized organism [a 


patient with hay-fever], under certain conditions, could reinject itself 
] 


ocally with the same antigen which caused sensitization [pollen], 
thus producing the state necessary for an anaphylactic reaction in that 
locality. The conditions were (a)—the presence of the antigen in the 
circulating juices of the sensitized organism, and (b)—the local 
accumulation of this antigen in a tissue showing some degree of inflam- 
mation” (as is locally produced by the intradermal injection of 
arsphenamine ). 

Postarsphenamine Dermatitis—-Thirty-five persons who had had 
postarsphenamine dermatitis were tested. Fourteen responded to the 
intradermal injection with a strongly positive early reaction, appearing 
from two to seven days after injection, or much earlier than in any 
other group tested. All but three of these fourteen patients had had 
the exfoliative type of dermatitis, of varying grades of severity. One 
patient whose exfoliative rash occurred in 1922 was tested in 1923 and 
again in 1928, and reacted with strongly positive tests on each occasion. 
Furthermore, during the 1923 test he developed a generalized morbilli- 
form erythema coincident with the local intradermal reaction. A 
similar generalized exanthem was seen in one other positively reacting 
patient. The fact that the maximum amount of arsphenamine injected 
intradermally, and precipitating a general as well as a local reaction in 
these two patients, did not exceed 0.3 mg. illustrates the extreme degree 
of sensitivity to arsphenamine which a person may develop. 

15. Auer, J.: Local Autoinoculation of the Sensitized Organism with Foreign 
Protein as a Cause of Abnormal Reactions, J. Exper. Med. 32:427, 1920. 
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Twenty-one patients gave negative or equivocal intradermal 
reactions. Of these only five had had exfoliative rashes (two severe, 
three mild). The remainder had suffered from erythematous, 
scarlatiniform, macular, maculopapular or papular rashes (also includ- 
ing two examples of postarsphenamine urticaria and one of stomatitis), 
and none had had any scaling or exfoliation. 

To express these results differently : twelve of seventeen patients, or 
70 per cent, who had had the exfoliative type of arsphenamine 
dermatitis, reacted positively on skin testing, while only two of eighteen 
patients, or 11 per cent, who had suffered from dermatitis of other 
types without exfoliation, gave positive reactions. These results, how- 
ever, have no practical bearing on the question of the feasibility of 
further arsphenamine therapy in postarsphenamine dermatitis. An 
exfoliative dermatitis, with or without a positive intradermal test, is 
an absolute contraindication to further therapy with any of the arsphen- 
amines. With rashes of other types a negative skin test does not 
necessarily mean freedom from sensitivity, since six of twenty-one 
patients with negative tests had had more than one attack of dermatitis 
following treatment with the same or a different arsphenamine product 
(four patients had two attacks each, one patient three and one patient 
four attacks). To illustrate the specificity of the hypersensitiveness for 
members of the arsphenamine (trivalent) group, however, no less than 
eleven of the thirty-six patients (including seven with exfoliative 
rashes) were able to tolerate subsequent injections of tryparsamide (a 
pentavalent arsenical drug) without any reaction. 

The interval between the postarsphenamine dermatitis and the intra- 
dermal test varied from a few weeks to seven years, and appeared to 
play no part in the results. When positive reactions did occur, they 
were, of course, maximal with the lowest dilution used (1: 1,600), but 
a number of cases reacted positively with a dilution of 1: 25,600. For 
routine testing, a dilution of 1: 2,000 seemed satisfactory. 

No specificity of the test for various members of the arsphenamine 
group could be made out. Thus, of seventeen patients whose dermatitis 
followed the injection of arsphenamine, nine showed positive reactions 
in intradermal tests with arsphenamine, four with neoarsphenamine and 
eight with silver arsphenamine. Similar results were obtained no matter 
what product originally precipitated the dermatitis. 

The results that we have obtained with the test in arsphenamine 
dermatitis are as generally inconclusive as those of other workers. It 
seems clear that a single negative intradermal test does not mean that 
the patient is not hypersensitive to arsphenamine, although a strongly 
positive test appearing in from two to seven days after injection does 
mean that he is hypersensitive, and is presumptive evidence that he has 
already suffered from an exfoliative type of dermatitis. It is possible 
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that repeated tests of the same person would show evidences of sensi- 
tivity which a single test fails to reveal; but in view of our two 
patients in whom generalized rashes developed after skin testing, and 
of Nathan and Munk’s cases, already referred to, we feel that repeated 
testing, especially in a known hypersensitive person, is potentially 
dangerous and probably unjustifiable. 


COMMENT 


Although it appears that intradermal testing is not at present of 
practical value in patients with postarsphenamine dermatitis, it seems 


to offer an unusually profitable mode of approach to the problem of 
sensitization to chemical substances in general and to arsphenamine in 
particular. Some years ago we pointed out’? that there was probably 
a different mechanism involved in the production of exfoliative as com- 
pared with other types of arsphenamine dermatitis. Sulzberger *° made 
the same suggestion, and the results of our intradermal tests would 
seem to point in this direction. It is as yet premature to speculate on 
the nature of these mechanisms. A detailed discussion of many of the 
points involved (and an adequate bibliography) are provided in the 
recent article by Sulzberger *° and need not be repeated here. 

While the experiments with patients and animals so far reported 
do not provide any method of prevention of postarsphenamine derma- 
titis or of desensitization once it has occurred, they nevertheless sug- 
gest new methods of approach to the problem and offer some hope 
that it may not be impossible of solution. 


SUMMARY AND CONCLUSIONS 


1. Intradermal tests with arsphenamine products have been carried 
out in four groups of persons: (1) thirty-six normal controls; (2) 
sixty-one patients with syphilis, most of whom had received therapeutic 
injections of arsphenamine without the occurrence of reactions of the 
dermatitis group; (3) nineteen patients with allergic instability (hay- 
fever), and (4) thirty-five patients who had suffered from postarsphen- 
amine dermatitis. 

2. In about 60 per cent of normal persons a delayed reaction— 
“flare-up’—develops at the site of intradermal injection after an 
incubation period of from three to four weeks. This has been inter- 
preted as evidence of sensitization of the skin to arsphenamine. 

3. In a smaller proportion (44 per cent) of syphilitic patients 
under treatment similar reactions develop, which are less severe and 
extensive, and which appear earlier (in from two to three weeks), than 
in normal controls. This reduction in incidence and severity and the 
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shortening of the incubation period are attributed to the desensitizing 
effect of the previous or simultaneous intravenous administration of 
arsphenamine. 

4. In all except one of nineteen patients with hay-fever tested, much 
more violent and severe reactions developed than in normal or syphil- 
itic controls, and these reactions appeared earlier (in from one to two 
weeks) than in either of the control groups. This is interpreted, not 
as sensitization to arsphenamine, but as probably due to local auto- 
inoculation of the sensitized patient with his own antigen (pollen) in 
an inflamed area (Auer’s phenomenon). 

5. In the case of thirty-five patients with postarsphenamine dermati- 
tis, strongly positive reactions, appearing much earlier (in from two to 
seven days) than in any of the other groups, occurred in 70 per cent of 
those who had had the exfoliative type of dermatitis and in only 11 per 
cent of those who had had other types of rashes. 

6. <A negative skin test in postarsphenamine dermatitis does not 
indicate the absence of hypersensitiveness to arsphenamine, since nega- 
tively reacting patients had often had repeated generalized rashes on 
attempts to administer therapeutic doses of these drugs. 

7. These results and their interpretation are discussed in connec- 
tion with similar studies carried out in human beings by Frei, and 
Nathan and Munk, and in animals by Frei and Sulzberger. 


ABSTRACT OF DISCUSSION 

Dr. Joun H. Stokes, Philadelphia: I think that any attempt to cast light 
on the mechanism of cutaneous sensitization phenomena is valuable, and this contri- 
bution is notable in that direction. I rise to discuss it because I think that the 
disti -tion of being quoted by Dr. Moore and his collaborators justifies it. They 
quote. “He regarded this reaction not as antigen-antibody but as nonspecific 
idsorption phenomena—adsorption of the patient’s own skin in response to a focal 
necrosis.” I do not know what I meant by that statement, if I made it. I would 
revise it to read that the focal necrosis acts as the adsorbent of the antitryptic or 
similar ferments elaborating the anaphyla-toxin. I believe that it is difficult to 
interpret intradermal reactions to any necrosis-producing agent. I do not think 
that one can attach specificity to such tests. If one can do so, it must mean a 
remarkable specificity on the part of the agent that was injected, because the 
necrotic skin itself acts as a source of misleading nonspecific positive reactions. 

A few years ago we tried some injections of various strengths of formaldehyde 
into the skin. We were interested in the action of formaldehyde injected 
accidentally into the skin. As a necrosis-producing agent, I recall the condition 
of my left middle finger, into which I introduced 2 per cent solution of formalde- 
hyde. The immediate discomfort passed off after the lapse of about a week, and 
every three or four days for several weeks thereafter the finger was red, 
edematous and painful. The condition would subside and then revive itself. 


Similar reactions have been demonstrated by Novy and others as phases of 
anaphylatoxin formation and represent phenomena which apparently have nothing 
to do with the specific cause of the necrosis. I would hesitate to endorse the 
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statement that necrosis resulting from an injection of some substance is evidence 
of susceptibility to that substance. I think that we shall have to abandon intra- 
dermal necrosis-producing tests entirely and enter the field of percutaneous or 
scratch tests. I think that almost any result can be brought about from intradermal 
tests to suit the investigator, and that they may finally be shown to have a certain 
small element of specificity which will be overshadowed by an element of non- 
specificity, which renders them practically useless. 

Dr. Josepn V. Krauper, Philadelphia: Postarsphenamine dermatitis is a 
comiron and at times a serious reaction. Dr. Moore has undertaken a study in 


the hope of furnishing a test by which these reactions can be prevented, which 


is of course commendable. As I understand Dr. Moore’s work, the results of 
his study unfortunately are of such nature that it is doubtful if any procedure 
can be formulated that would be of practical aid. 

I think that there is an element of danger in experimentation involving intra- 
cutaneous injections. I know of at least one instance in which a person constantly 


andling neoarsphenamine was used as a control, in whom intracutaneous injec- 


tions of the drug were made. Such injections apparently sensitized the person, 


who developed initial attacks of asthma and eczema when coming in contact 
with neoarsphenamine. In this person when attempts were made at desensitiza- 
tion by the oral administration of the drug, there was a flare-up at the sites 

the original injections. There is, therefore, a hazard in the employment 

cutaneous injections of drugs in patients who are subsequently given the 
same drugs fer therapeutic purposes. Likewise, laboratory workers and clinicians 
should not employ themselves or others as controls if they are constantly handling 
the drug that is injected. 

I made a statement some years ago that postarsphenamine dermatitis occurred 
nore frequently in patients who had previously received an intravenous injection 
the drug, which through a faulty puncture was injected outside of the vein 

My experience in this regard is in line with the sensitization of the person 
through an experimental study, also with the experiments of Frei and of Sulz- 
berger, who sensitized guinea-pigs by intracutaneous injections of neoarsphenamine, 
‘nd possibly also with the increased incidence of arsphenamine dermatitis follow- 
ing the intramuscular employment of sulpharsphenamine. I think, therefore, that 
xreat care should be exercised to avoid infiltration of the arsenicals outside of the 
vein. I was interested in Dr. Moore’s statement that in his experience dermatitis 
was not more frequent in patients in whom a faulty venipuncture had been made 
Nevertheless, I believe that it is important to bear in mind the possible conse- 
quences of such faulty punctures. 

\nother important point concerns the wisdom of giving arsenic to a patient 
who is sensitized to the drug or who has symptoms of intolerance. I do not 
subscribe to the use of any of the methods that have been employed in which one 
endeavors to continue the use of the drug in the face of symptoms of intolerance. 
Mv experience has taught me that the use of the drug in these circumstances is 
hazardous. I would emphasize the importance of discontinuing the administration 
of the drug. 

Dr. Josepu E. Moore, Baltimore: The points mentioned by Dr. Klauder with 
reference to the dangers of the intradermal methods of testing patients for sensitivity 
we have considered ourselves, and in view of Dr. Klauder’s patient who developed 
intracutaneous sensitivity after testing, which was his own case, and the one 
referred to by Nathan and Munk, we believe that it is unwise and perhaps unsafe 
to utilize intradermal testing as a routine measure. In the dispensary class of 
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patients, for instance, one hesitates to give a patient an injection for fear he may 
subsequently develop syphilis and be sensitized to arsphenamine when he needs 
treatment. 

The outcome of our work has been to leave us in a rather confused state of 
mind regarding the extraordinary reactions we have observed. The results in hay- 
fever, for instance, puzzled us for a long time, and whether the explanation sug- 
gested by our phenomena is accurate we have no way of determining at present. 
However, the work of Sulzberger and Frei seems to offer a good approach to 
this question and to the question of drug sensitivity in general. It seems that 
perhaps something of practical value may be developed eventually. At present 
this method is, as I pointed out, of no value in attempting to determine whether 
a patient who has had arsphenamine dermatitis can take arsenic or not. The 
method is entirely for experimental study and as yet has no practical application. 





UNTOWARD RESULTS FROM THE USE OF 
GOLD COMPOUNDS 


REPORT OF A FATAL CASE * 


J. R. DRIVER, M.D. 
CLEVELAND 
AND 
J. N. WELLER, M.D. 


AKRON, OHIO 


The possibilities of modern chemistry in elaborating almost imitless 
numbers of new chemical bodies for therapeutic use have resulted in 
recent years in the introduction of several synthetic gold compounds 
which have been used chiefly in the treatment for pulmonary tubercu- 
losis. More recently some of these preparations have been used exten- 
sively for tuberculids, lupus erythematosus and the various types of 


cutaneous tuberculosis. 

While final judgment concerning the ultimate value of this new type 
of chemotherapy cannot be made, from a study of the extensive litera- 
ture that has arisen in the past five years, it appears to be fully 
established that gold therapy is of value in the treatment for lupus 
erythematosus. 

Although several of the gold compounds formerly used have been 
discarded because of their toxicity, none thus far introduced can be 
given without a certain amount of danger. Reactions usually mild, but 
sometimes severe and occasionally resulting in death, have been reported. 
Investigations continue in search of less toxic combinations which will 
prove clinically satisfactory. 

A study of the untoward reactions with a discussion of the contra- 
indications and precautions necessary in this new method of therapy 
seems to us to be permissible at this time, since it may lead to a more 
intelligent use of a most valuable therapeutic agent. 


GOLD COMPOUNDS 
A short description of the various gold compounds used follows: 
Potassium Gold Cyanide.—Potassium gold cyanide was first used in 
the treatment for lupus vulgaris by Bruck and Gliick* in 1913, but was 


discarded as being too toxic. 


* Submitted for publication, March 1, 1930. 

* Read at the Fifty-Third Annual Meeting of the American Dermatological 
Association, Cleveland, June 20, 1930. 

*From the Department of Dermatology and Syphilology of the School of 
Medicine of Western Reserve University, Cleveland, and from the Akron City 
Hospital. 

1, Bruck, Carl; and Gliick, A.: Miinchen. med. Wehnschr. 60:57, 1913. 
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Aurocantan (Monocantharidylethyldiamineaurous Cyanide). — The 
gold compound known as aurocantan was next introduced by Spiess 
and Feldt.*. This gave some favorable resuits, but was soon discarded 

































for a preparation with a more promising formula. 





Krysolgan (4 Amino-2 Auro-Thiophenol-Carbonic Acid ).—Feldt,* in 
1917, introduced krysolgan. ‘This substance has had an extensive appli- 
cation in Europe and has been used to some extent in this country 
in the treatment for tuberculosis, the tuberculids and various types of 
tuberculosis of the skin. It remains the preparation most used in 
Germany and is the drug of choice in the treatment for lupus erythema- 
tosus in that country. 

Triphal (Sodium Salt of Aurothiobensimidazol-Carboxylic Acid ).— 
Another gold compound has since been developed in Germany and was 
reported by Rickmann* in 1924. This preparation, known as triphal, 
is said to be more stable and less toxic than krysolgan. Results com- 
parable, but hardly superior. have been reported. It is still used rather 
extensively in Europe. 

Aurophos (Sodium Double Salt of Amino-Arylphosphinic Acid and 
Hyposulphuric Acid).—Aurophos was also elaborated in Germany, but 
has not had extensive application. It is recommended chiefly for tubercu- 
losis of the skin. 

Sanocrysin (Sodium Aurothiosulphate)—In 1924, Mellgaard * 
announced the preparation of an inorganic gold salt which he called 
sanocrysin. This salt has been employed extensively in the Scandinavian 
countries and in Europe generally in the treatment for pulmonary 
tuberculosis, with definite value in selected cases. It has not proved to be 
as beneficial as originally prophesied. Sodium and gold thiosulphate, 
identical or closely allied to Mollgaard’s sanocrysin, has been produced 
in France under the name of crisalbine and thiochrysine, and in the 
United States was introduced by Schamberg under the name of gold 
and sodium thiosulphate. This preparation has had extensive applica- 
tion by American dermatologists, especially in lupus erythematosus, and 
to a considerable extent, also, for the other tuberculids and lupus 
vulgaris. 

Solganol (Disodium Salt of 4-Sulphomethyl-Amino-2-Auro- 
mercaptophenyl-Sulphonic Acid).—Solganol, which has been more 
recently introduced in Germany, has not had, as yet, a wide application. 

Spiess, G., and Feldt, Adolf: Berl. klin. Wehnschr. 52:365, 1915. 

Feldt, Adolf: Berl. klin. Wehnschr. 54:1111, 1917. 

Rickman, L.: Miinchen. med. Wchnschr. 71:1609 (Nov. 14) 1924. 


5. Mellgaard, H.: The Chemotherapy of Tuberculosis, Copenhagen, Arnold 
Brusk, 1924. 
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Lopion (Gold Salt of Alpha Allyl-Beta 4-Carboxy phenyl Thioureau). 
Lopion has been used in Germany to a limited extent in the treatment 


for pulmonary tuberculosis. 
Allochrysin (Sodium Auro-Thiopropanol Sulphonate)—Allochrysin, 
recently elaborated in France, has had little reported use so far. 
Comment.—It appears that as yet no gold compound has been 
synthesized which is superior to others formerly introduced, so far as 
toxicity and clinical value are concerned. 


REACTIONS 

The reactions following the injection of gold compounds thus far 
used vary greatly in severity. Thev may be classified as follows: 

Immediate Reactions —The immediate reactions are of four types. 
The anaphylactic type is marked by varying degrees of syncope and 
shock, associated with nausea and occasionally with vomiting, flushed 
face, edema of the lips and face, a sensation of heat and then chilliness, 
with tachycardia and perspiration. These symptoms in the milder reac- 
tions disappear within a few minutes or a few hours, but in the most 
severe ones may result fatally. A death from this type of reaction has 
been recorded by Bruhns.* A woman, aged 61, suffering from lupus 
erythematosus of the face, received a single dose of 1 mg. of krysolgan. 
A few hours later, a local reaction developed on the face, followed 
immediately by marked edema of the face, extending to the larynx and 
trachea. There was a high temperature, with development of anuria. 
The patient died in coma forty-four hours after the injection. Altman,’ 
Throne,’ Wile,® Gorl and Voigt? and others have reported similar 
reactions though less severe. 

A second type of reaction is the mild febrile reaction associated with 
malaise and headache, usually lasting from four to six hours; it may 
occasionally continue for several weeks. 

A third type occasionally met with is that in which a metallic taste 
in the mouth is complained of. 

The foreign protein reaction is the fourth type. According to 
Schamberg and Wright,’ when a colloidal gold is used and a protein 
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9. Wile, Udo: Lupus Erythematosus, Arch. Dermat. & Syph. 18:974 (Dec.) 
1928, 

10. Gorl, L., and Voigt, L.: Miinchen. med. Wchnschr. 73:1360 (Aug. 13) 
1926, 

11. Schamberg, J. F., and Wright, C. S.: The Use of Gold and Sodium Thio- 
sulphate in the Treatment of Lupus Erythematosus, Arch. Dermat. & Syph. 15: 
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is used to protect the gold, a reaction usually occurs beginning about 
one hour after each injection, consisting of dull headache, suffusion of 
the eyes and chill. The symptoms last for a half hour or more and 
then the patient feels well. Reactions of this type were reported by 
Whitehouse and Bechet.” 

Delayed Toxic Reactions——The majority of the untoward reactions 
fall into this group. The symptoms, varying greatly in severity, usually 
occur after the second injection. 

Probably the commonest syndrome consists of fever, headache, 
nausea, occasionally with vomiting, malaise and varying degrees of pros- 
tration. The symptoms start from four to six hours after the injection 
of the drug, and the reaction lasts from a few days to a week or longer. 

Albuminuria is practically always present in all toxic reactions, and is 
usually mild and transient. Sometimes it is persistent and may be asso- 
ciated with varying degrees of acute nephritis. Hematuria, oliguria and 
even anuria have developed in severe cases. 

Stomatitis and gingivitis of mild degree, but sometimes ulcerative and 
hemorrhagic, have been reported. 

Hepatitis, associated with icterus, has been reported by Langmead.** 

Digestive disturbances manifested by vomiting, diarrhea and, in 
severe cases, ulcerative and hemorrhagic enteritis, may be present as 
severe toxic sequelae. 

Cutaneous eruptions may develop. These reactive manifestations on 
the skin vary greatly in severity and type, but are practically always 
associated with itching. The milder reactions, consisting of erythema 
or urticaria, are usually associated with a moderate degree of fever, 
malaise and transient albuminuria. They usually clear up within a few 
days. The more severe eruptions are generalized and consist of 
erythematous, scarlatiniform, morbilliform, papular, vesicular or bullous 
dermatitis. They have a rapid development and may become exfoliative. 
In appearance, they often are indistinguishable from the dermatitis 
exfoliativa seen following the use of the arsphenamines. Fever, malaise, 
prostration, albuminuria, nephritis and digestive disturbances of varying 
degrees of severity are usually present. Reactions of this type have 
been reported by Pautrier,’* Burnier,> Drake,?® O’Donovan,"? Burrell,!® 
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Saunders,?® Clarke,?° Chargin,?? Greenbaum,?? Wise ** and _ others. 
Deaths resulting from severe skin reactions are reported further on in 
this paper. 

Focal reactions in the lesions of lupus erythematosus resembling the 
Jarisch-Herxheimer reaction and that following the injection of tubercu- 
lin in cases of cutaneous tuberculosis are not uncommon. Most authorities 
believe that this phenomenon is beneficial and that it indicates that an 
improvement will result from the administration of a gold compound. 

Activation and further dissemination of the disease process, par- 
ticularly in cases of lupus erythematosus of the disseminate type and 
occasionally in the fixed or discoid types, have been seen by Dowling,?* 
Shaffer,?> Wright 7° and Weiss.?* 

A severe toxic effect on the blood vessels, as shown by cases of 
hemorrhagic dermatitis, purpura, hemorrhagic stomatitis and enteritis, 
hemoptysis, epistaxis, hematuria and metrorrhagia, has been reported by 
Gougerot and Burnier,?* Stuhl,*® Alderson and Way,*° Mainini and 
Alvarez,* Drake,’® Hudelo, Rabut and Guex ** and Mayer.** Stuhl * 
observed eighteen cases of uterine bleeding with four miscarriages in a 
group of fifty women treated with “krysolgan.” In a marked hemorrhagic 
dermatitis with bleeding from the mouth and gastro-intestinal tract fol- 
lowing injection of “‘triphal,” Jaeger ** took specimens of the skin for 
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biopsy nine months after the eruption had disappeared, and stated that 
a test for gold made on these specimens was positive. 

A unique case was reported by Ketron,** that of a boy, aged 10, with 
lupus erythematosus of the chronic type of the hands. There were no 
acute features. A dose of 20 mg. of gold and sodium thiosulphate was 
given without any reaction. One week later, a dose of 40 mg. was given. 
After four days, an eruption developed on the face, with beginning 
conjunctivitis, enlargement of the cervical lymph glands and some fever. 
The patient was hospitalized. Three or four days later, a generalized 
eruption developed, resembling bullous erythema multiforme with an 
intense stomatitis. The conjunctivitis became progressively worse, and 
a purulent secretion was present, indicating a severe ulcerative keratitis. 
Sodium thiosulphate was given intravenously and by mouth. The reac- 
tion gradually abated, but total blindness resulted from the violent 
keratitis. Rulison ** reported a case of lupus erythematosus in which 
gold and sodium thiosulphate was employed and in which a retinitis 
developed. and another case of lupus erythematosus in which similar 
treatment was given and in which, after six or eight injections, an 
embolus resulted in blindness in one eye. 

Keratoderma, lichen planus and leukoplakia in the mouth were com- 
plications observed by Gougerot and Burnier,?* Abramowitz ** and 
Finnerud.*® 

Schamberg *° reported a case in which a permanent local greenish- 
blue discoloration of the skin resulted from an accidental subcutaneous 
injection of a colloidal gold preparation. Experiments showed that this 
reaction does not occur from the use of gold and sodium thiosulphate. 
Zimmerli and Lutz * reported a case in which, following the use of 
sanocrysin, there was a generalized grayish cyanotic coloring of the skin 
similar to that seen in aniline poisoning. 

Deafness developed after the injection of gold and sodium thiosul- 
phate in the case of death reported in this paper. 


Deaths Following Administration of a Gold Compound.—Besides 
Bruhns’ case,® previously mentioned, the following instances of death 
have been reported. In some cases, the fatal accident was unquestionably 
due to gold therapy, while in others the evidence is less convincing. In 
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some, the disease for which the treatment had been given became worse, 
and the fatal termination was hastened. 

Stein ° saw a patient with lupus erythematosus who had been treated 
with krysolgan. Three doses of 50 mg., 100 mg. and 200 mg. were 
given at intervals of from six to nine days. Following the last injec- 
tion, the patient presented a severe exanthem with fever, stomatitis, 
albuminuria and anuria. Death followed in ten days. 

Havenstein ®° had a case of pulmonary tuberculosis with laryngeal 
involvement in which he employed two injections of krysolgan in doses 
of 50 mg. and 100 mg., respectively, with an interval of fifteen days 
between injections. Eight days later, the patient presented symptoms of 
tuberculous meningitis and was dead in eight days. 

Gougerot and Burnier ** reported three fatalities said to be due to 
crisalbine (gold and sodium thiosulphate), but in their opinion the fault 
of the drug was not conclusively proved. In the first case, a man, 
aged 29, suffering from disseminated lupus erythematosus with lesions 
on the dorsum of the hands, was given an injection of 100 mg. intra- 
venously, which was well tolerated. Eight days later, a dose of 250 
mg. was given, following which the patient complained of a feeling of 
tiredness, but gave no other evidence of intolerance. After an interval 
of eight days, a third injection of 250 mg. was given, which was fol- 
lowed in a few hours by coma and death. In the second case, a woman, 
aged 70, with lupus erythematosus of long standing, received six injec- 
tions, five of which were of 250 mg. each. All were well tolerated, and 
the lesions disappeared. Twelve weeks latcr, there appeared a gen- 
eralized purpura, with hemorrhages from the nose and ears. The erup- 
tions began to clear up at the end of three weeks; at this time, she 
developed a hemiplegia and died. In the third case, a woman, aged 36, 
who had had lupus erythematosus of the face and scalp for three years, 
received six injections of crisalbine in doses of from 100 to 500 mg. 
There were no reactions aside from slight fever and malaise. The 
lesions disappeared, but recurred after ten months and were again cured 
following twenty injections of 250 mg. each, without serious reactions. 
One month after the last injection, the patient presented multiple 
hemorrhages, purpura, hemorrhagic gingivitis, epistaxis, hematuria and 
metrorrhagia and died within four days. According to American prac- 
tice, we believe the doses used in these cases were too large. 

Hudelo, Rabut and Guex * reported the case of a man, aged 26, 
suffering from disseminated lupus erythematosus of the face and hands, 
who was treated “cautiously” with crisalbine. In one week, he received 
three doses of 50 mg., 70 mg. and 50 mg., each injection being followed 
by mild febrile reaction. The disease became disseminated further. The 
patient was then treated with small doses of aurophos at two day inter- 
vals, the doses consisting of 1 mg., 2 mg., 5 mg. and 10 mg. each, fol- 
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lowing which the patient became prostrated; but on the following day, 
one more dose of 3 mg. was given. This was followed by a generalized 
hemorrhagic eruption; the patient became comatose and died two days 
after the final injection. 

O’Donovan * reported treating a woman, aged 30, who had lupus 
erythematosus of ten years’ duration. An injection of krysolgan (dose 
not stated) was followed by headache and fever. No reactions were 
noted from four more injections. About one week after the last 
injection, the patient presented exfoliative dermatitis, diarrhea and incon- 
tinence, and died after two weeks. Autopsy showed hemorrhagic ulcer- 
ative colitis and bronchopneumonia. Jausion ** had a patient with lupus 
erythematosus of the face whom he treated with six injections of 
crisalbine in doses of from 250 to 500 mg. each at five day intervals. 
The lesions disappeared, but ten days after the last injection the patient 
showed a severe generalized exfoliative dermatitis with ulcerative 
stomatitis and died ten days later. Jausion stated that in his opinion the 
doses were too large. Kiess ** treated a patient having erythema perstans 
faciei with krysolgan; an initial dose of 5 mg. was followed ten days 
later by a dose of 10 mg. A febrile reaction ensued, and the patient 
died three weeks later of miliary tuberculosis. 

Schamberg and Wright“ recorded the case of a woman, aged 20, 
who had lupus erythematosus of the nose, cheeks and chin with a 
history of former lesions on the chest and arms and an abscess on one 
leg. She received three or four injections of aurophos (dosage not 
stated). The local lesions became worse. An inflammatory eruption 
developed on the chest and tuberculous-appearing ulcers on the leg, with 
fever. The patient died at the end of thirty-seven days. Ormsby * 
related the experience of a colleague who used a gold compound in the 
treatment of a patient with lupus erythematosus. Two weeks later, the 
patient became sick and died. Evidence of aplastic anemia was found at 
autopsy. Mitchell *° gave one injection of a gold compound in a case of 
acute lupus erythematosus disseminatus, and the patient promptly died. 
He stated that the patient was in a hopeless condition before treatment 
was started and that therefore the drug could not necessarily be blamed. 
Cattaneo * treated a patient with lupus erythematosus with krysolgan. A 
violent reaction developed, followed by pulmonary complications and 
death. 
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Most of the deaths recorded as resulting from the use of gold com- 
pounds have occurred in cases of pulmonary tuberculosis, the disease 
in which a gold compound was first used. Many of these accidents were 
the result.of the large doses originally recommended, and this naturally 
led to the greatly reduced doses subsequently employed. Among those 
reporting deaths of patients with pulmonary tuberculosis who were 
treated with gold compounds was Wirtzen.** In his book on the effects 
of sanocrysin, he stated that he had 18 per cent of deaths resulting from 
this drug. Czerny and Opitz, in twelve cases of pulmonary tubercu- 
losis in children, had four instances in which they felt that death was 
hastened by the use of the drug. Heaf,®° over a period of three years, 
used sanocrysin in the treatment of fifty patients with pulmonary 
tuberculosis. Of this number, there were five whose deaths he believed 
were due to the drug. Elliott °* reported the observations at the autopsies 
on two persons with pulmonary tuberculosis who were treated with 
sanocrysin. The tissues were ashed, and the metallic gold extracted 
and weighed. In one case, 10 per cent of the total gold injected was 
recovered from the liver, kidneys and spleen. The kidneys alone con- 
tained 8 per cent, and the liver 0.12 per cent. Scheel *? recorded a fatal 
reaction in a woman, aged 27, suffering from pulmonary tuberculosis 
and treated with sanocrysin. She received an injection of 0.5 Gm. and 
three additional doses of 1 Gm. each. A severe reaction developed, with 
nausea, vomiting, albuminuria, oliguria, anuria and diarrhea, followed 
by death after two days. The autopsy revealed edema of the lungs, 
hyperemia of the colon, hemorrhages in the intestines and severe degen- 
eration and necrosis of the renal tubules. He stated that the changes 
resembled those seen in mercuric chloride poisoning. Langmead ** 
reported a case in which, following treatment with sanocrysin, jaundice 
developed and was present for nineteen days prior to death. At autopsy, 
examination of the liver revealed 4.75 per cent of the total gold injected. 
Clarke *° recorded the case of a patient with pulmonary tuberculosis 
who, following ten injections of sanocrysin (total dosage 0.92 Gm.), 
presented severe dermatitis exfoliativa and died. At autopsy, the liver 
showed marked cloudy swelling and granular degeneration of the liver 
cells. There were areas of necrosis and advanced fatty degeneration 


similar to changes seen in phosphorus poisoning. 
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Morland and Zimmerli * treated a patient with an initial dose of 
100 mg. and eighteen days later with a dose of 600 mg. of sanocrysin. 
There ensued a severe reaction with generalized dermatitis, which 
resulted in death ten days later. 

Friedemann, Kwasniewski and Deicher ** treated four patients with 
sanocrysin, using the doses originally recommended. All the patients 
died, and the method was discontinued. One patient, they stated, 
suffered a stroke from the activation of an old cerebral syphilis. Death 
resulted following a dose of 750 mg. of sanocrysin in a case reported by 
Dumarest ** and his co-workers. Postmortem observations on seven 
patients treated with sanocrysin were reported by Mdllgaard.° 


REPORT OF A _ CASE 


History—Mrs. M. W. A., aged 41, weighing 140 pounds (63.5 Kg.), a house- 
wife, consulted one of us (J. R. D.) on May 21, 1929, complaining of an erup- 
tion limited to the nose and cheeks, of about two months’ duration. She stated 
that she had had a similar eruption about one year prior to this attack, which 
had disappeared in a few weeks following the application of a salve. The present 
eruption had been treated with local applications and once with the roentgen rays, 
without improvement. 

The patient had had the usual diseases of childhood. Ten years before, she 
had been operated on for appendicitis, and had had an uneventful recovery. She 
was the mother of three children and had had no miscarriages. With the excep- 
tions noted, she had always enjoyed good health. 

Examination——An eruption was located over the nose in a suggestive butterfly 
configuration, with a few rounded, pea-sized lesions on the cheeks. The process 
was symmetrical, erythematous, ‘with moderate infiltration and slight scaliness, 
and presented the typical picture of early lupus erythematosus. There were no 
other lesions of the skin and no adenopathy. The results of examination of the 
urine were negative for sugar and albumin. 

Treatment and Course—On May 21, 1929, the patient received an intravenous 
injection of 25 mg. of gold and sodium thiosulphate freshly dissolved in sterile 
double distilled water. There was no reaction to this dose. On May 25, a 
second injection of 50 mg. was given. About forty-eight hours after this treat- 
ment, the patient consulted one of us (J. N. W.), complaining of a generalized 
erythema of the skin with severe itching. This was associated with headache, 
generalized muscle pains and a temperature of 101 F. The next day the tempera- 
ture had risen to 102.6 F. The general condition was unchanged, and aside from 
the lesions of the skin, general physical examination revealed nothing abnormal. 
On May 31, the temperature was 103 F. in the morning and 104 F. in the after- 
noon. For the following three days, the temperature varied from 104 F. to 105 F.; 
the erythema of the skin had regressed, but the patient’s general condition was 
worse. On June 2, she developed a moderate amount of uterine bleeding and 
epistaxis. The blood clotted promptly, while blood taken from the ear showed 


53. Morland, E., and Zimmerli, E.: Lancet 1:648 (March 26) 1927. 

54. Friedemann, W.; Kwasniewski, S., and Deicher, H.: Deutsche med. 
Wehnschr. 52:138, 1926. 

55. Dumarest, F.; Bonafi, L.; Brette, P.; Michon, F., and Rougy, P.: Paris 
méd. 17:549 (June 11) 1927. 





DRIVER-WELLER—GOLD COMPOUNDS 97 


laking. The leukocyte count was 4,000, and there was marked evidence of 
hemolysis. For the previous few days, the hearing had become progressively 
impaired. On June 3, there was complete deafness in both ears. The patellar 
reflexes were now absent. The skin had become jaundiced; the urine contained 
, marked trace of albumin and bile and a few granular casts. On June 4, the 
uterine hemorrhage was more severe. The temperature was 104 F. in the morning 
ind 104.6 F. in the afternoon. On June 6, the patient became irrational at times. 
A vaginal pack was necessary, and she was removed to the Akron City Hospital 
for blood transfusion. At this time, the icterus had remained about the same. The 
liver and spleen were not palpable, but there was considerable abdominal disten- 
tion. The bowels had not moved for two days and laxatives and colonic flush- 
ings were ineffectual. On the next day (June 7), she seemed a little improved, 
possibly as a result of the transfusion of 500 cc. of blood the previous day. On 
June 8, the general condition became worse, the patient becoming stuporous and 
complaining of abdominal pain. Deafness was still complete, and communication 
with the patient was made by writing. Bleeding from the vagina continued, and 
the jaundice increased. The temperature was 102 F. The blood count showed: 
hemoglobin 60 per cent, red blood cells 2,700,000 and white blood cells 5,600. 
Following a second transfusion of 500 cc. of blood, the pulse improved, and the 
general condition seemed somewhat better. Examination of blood cultures taken 
forty-eight hours previously showed no growth. A crusted hemorrhagic lesion 
was present on the right cheek at the site of a former bruise and a purpuric dollar- 
sized lesion on the right forearm. There was no other evidence of cutaneous 
hemorrhage. No change in the size of the liver or spleen could be demonstrated. 
The patient was seen by Dr. H. N. Cole and, in consultation, by Dr. M. A. 
Blankenhorn. Both felt that because of the icterus, the severe hemorrhagic reac- 
tion and the general prostration and deafness an acute yellow atrophy of the 
liver following a heavy metal poisoning would have to be kept in mind. Dr. 
Weller, Dr. Blankenhorn and Dr. Cole agreed that it was a case of extreme 
susceptibility to the gold salt. On June 9, the patient showed marked evidence 
of prostration. The pulse was weak and rapid. The temperature was 101 F. 
The breathing was shallow and of the Cheyne-Stokes type. The patient became 
weaker and did not respond to stimulants and to intravenous injections of dex- 
trose. The patient died at 11:00 a. m. with evidence of circulatory collapse. 
Autopsy could not be obtained. To our knowledge, this is the first case of 
auditory disturbances associated with gold therapy. 


Summary.—A woman, aged 41, suffering from lupus erythematosus 
of the face, but otherwise in good physical condition, was given an 
initial dose of 25 mg. of gold and sodium thiosulphate. No reaction 
resulted, and four days later a dose of 50 mg. was given, which was 
iollowed after two days by a generalized itching, erythema, muscle pains, 
fever and malaise. Within the next few days albuminuria developed, and 
severe hemorrhage from the vagina and epistaxis necessitated a blood 
transfusion. Icterus, abdominal distention and complete deafness 
developed as the patient gradually became more stuporous and irrational. 
Death following signs of circulatory failure occurred on the sixteenth 
day after the second injection of a gold compound. Symptoms of muscle 
and abdominal pains, hemorrhages, icterus, prostration, nephritis, mental 


disturbances and deafness make probable the diagnosis of acute yellow 


atrophy of the liver due to gold poisoning. 
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CAUSE OF THE REACTIONS 


Nearly all the reactive phenomena resulting from the administration 
of gold compounds are similar to the reactions seen following the admin- 
istration of other heavy metals, such as arsenic, lead, bismuth, mercury 
and copper. This fact indicates strongly that the pathologic symptoms 
resulting from chrysotherapy are due to the toxicity of gold compounds. 
Certain predisposing factors within the individual may render him more 
susceptible to the toxic action of the drug. What this predisposing 
factor was in our patient is difficult to say, as she was otherwise in good 
health. Certainly, the dosage was not at fault, as we had purposely 
begun therapy with a lowered dose. 

Toxicity of Gold Compounds.— According to Schamberg and 
Wright," “the toxicity of different gold compounds varies not only 
according to the percentage of contained gold but also according to the 
chemical constitution of the molecules.” Experiments on animals have 
shown that different preparations’ in use vary considerably as to lethal 
dose, thus necessitating with each gold combination a careful determina- 
tion of the dose to be used. 

That the large doses originally recommended for certain preparations 
were responsible for many of the earlier severe reactions and deaths 
reported in Europe is well known. This resulted in the delayed 
acceptance of gold treatment by many American dermatologists. 
Jorgenson °** showed experimentally that impure gold preparations may 
be very toxic. Many reactions seen by European observers have been 
ascribed to this cause. Gold solutions that are allowed to stand for some 
time, in which some dissociation has taken place, may become highly 
toxic and produce serious reactions. For this reason, preparations are 
now sold in powder form, usually in sealed ampules, with instructions 
that they be put in solution immediately before injection. Gold salts 
vary considerably in gold content, solubility and toxicity, thus making 
it necessary for care to be used, the toleration of the patient being kept 
in mind. 

Predisposing Factors—Some patients exhibit an extreme idiosyn- 
crasy to gold preparations. Untoward effects in such instances are not 
due to simple pharmacologic effects of gold and are not necessarily 
dependent on the quantity of the drug injected. 

Studies on gold elimination have been carried out on animals by 
Mgllgaard,> DeWitt,57 Caldwell and Leavell, Brown, Saleeby and 
Schamberg,** and McCluskey and Ejichelberger.*® It was shown by 


56. Jorgenson, G. E.: Clin. Med. & Surg. 36:38 (Jan.) 1929. 

57. DeWitt, L. M.: J. Infect. Dis. 23:426 (Nov.) 1918. 

58. Brown, H.; Saleeby, E. R., and Schamberg, J. F.: J. Pharmacol. & 
Exper. Therap. 28:141 (July) 1926. 

59. McCluskey, K., and Ejichelberger, L.: Am. Rev. Tuberc. 12:329 (Dec.) 
1925. 
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these investigators that most of the gold administered is eliminated by 
way of the kidneys and intestines. They demonstrated also that the 
old accumulated in largest amounts in the kidneys, liver and spleen. 
’athologic changes of a pronounced type were demonstrated, particularly 
in these organs. McCluskey and Eichelberger stated that the excretion 


I 


of urea, creatinine and chlorides is depressed. 

Reports of autopsies in cases of death from gold therapy, although 
scarce and in most instances incomplete, indicate changes similar to 
those found in experimental animals. It is evident, then, that patients 
showing organic disease of the kidneys, liver and spleen, or a lowered 
functional activity of these organs, may be predisposed to injury from 
gold. 

Slow elimination of the drug, as shown by Hamborg,®° or the use of 
too large doses may produce a cumulative effect resulting in toxic 
svmptoms. 

The presence of focal infections has precipitated severe reactions in 
some patients, according to Markley and Philpott," Throne,®* Clark 
and others. 

Patients suffering from lupus erythematosus disseminatus, particu- 
larly if they are in the acute febrile stage, are extremely sensitive to gold 
compounds, so much so, in fact, that the use of gold compounds during 
this stage of the disease is definitely contraindicated. 

This is true likewise in cases in which tuberculous enteritis is a 
complication. General debility, loss of weight and lowered powers of 
natural resistance from whatever cause should be regarded as factors 
which may seriously affect the toleration of the patient toward gold salts. 

M@llgaard and Secher ®* believed that in most instances reactions 
resulting from gold are due to the liberation of tubercle toxins, since 
they did not experience any reactions in nontuberculous subjects. This 
opinion has not been generally accepted. LeBlanc ® stated that reactions 
of the same type are seen regardless of the presence of tuberculosis. 
Cummins ® believed that these disagreeable sequelae may be due to the 
liberation of toxins, to metallic poisoning or to a combination of both 
of them. 


60. Hamborg, H.: Ugesk. f. laeger 87:725 (Aug. 20) 1925. 

61. Markley, A. S., and Philpott, O. S.: Colorado Med. 26:177 (June) 1929. 

62. Throne, B.: In discussion of Altman (footnote 7). 

63. Throne, B.; Clark, A. S.; Van Dyck, L. S., and Myers, C. N.: New 
York State J. Med. 27:1064 (Oct. 1) 1927. 

4. Secher, K.: Acta tuberc. Scandinav. 3:312, 1927; abstr., Tubercle 9:337, 
1928. 

65. LeBlanc, E.: Miinchen. med. Wchnschr. 73:313 (Feb. 19) 1926. 

. Cummins, S. L.: Tubercle 7:486 (July) 1926. 
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PREVENTION AND TREATMENT 

Mild reactions following the use of gold compounds are relatively 
common, while the more severe ones are comparatively rare. Age and sex 
do not seem to be factors. All the preparations so far used possess 
this disagreeable feature, and there is no unanimity of opinion that one 
is safer than another in this respect. The most severe reactions tend to 
occur with the first few doses, making much caution necessary at this 
stage of the treatment. 

It is apparent from an investigation of this subject that many of 
the most severe reactions have been the result of doses entirely too large, 
or due to the continuation of treatment following warnings as indicated 
by previous reactions. In a certain number of patients, sequelae, often 
severe, and of the anaphylactic type, will result in spite of the utmost 
care, but their number can be reduced to a minimum by the use of small 
doses, particularly at the start. 

Instances of extreme idiosyncrasy are occasionally seen, and severe 
complications can be prevented in some of them by the use of very 
small doses at the time treatment is instituted, the doses being gradually 
increased according to the toleration of the patient. Cases of lupus 
erythematosus disseminatus, particularly of the acute febrile type, fall 
into this group. Nearly all investigators now agree that the administra- 
tion of gold compounds is contraindicated until the disease has become 
subacute and afebrile. 

Other contraindications to the use of gold salts in the treatment for 
diseases of the skin may be enumerated as follows: 

1, Organic disease or lowered functional activity of the kidneys, liver or spleen. 

2. Presence of active tuberculosis of the lungs, intestines, kidneys or other 
organs, 

3. Loss of weight and evidence of marked lowering of the natural power of 
resistance. 

4. Cases of acute febrile lupus erythematosus disseminatus. 

5. Following the appearance of severe gold reactions, particularly those showing 
severe dermatitis exfoliativa, hemorrhagic lesions and jaundice. 

In the treatment for severe toxic reactions, sodium thiosulphate 
intravenously and by mouth, as recommended for metallic poisoning 
due to arsenic and other heavy metals, is used almost universally and 
has given satisfactory results. The administration of dextrose has been 
recommended by Barber.** All patients with severe cases should be 
hospitalized and treated symptomatically, and soothing applications 
should be used for dermatitis, stomatitis, etc. 

Following the less severe reactions, gold compounds may be cautiously 
reemployed, the toleration of the patient being gradually determined. If 
symptoms return after the use of small doses, the treatment should be 
discontinued. 


67. Barber, H. W.: Brit. J. Dermat. 41:17, 1929. 
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It is an interesting fact that following recovery from marked reac- 
tions, the disease for which the patient is treated is usually much 
ameliorated or has disappeared. 


CHOICE OF DRUGS 
At present in the United States, gold and sodium thiosulphate is 


used most extensively, while krysolgan and triphal are the drugs of 
choice in Europe, especially in Germany, with gold and sodium thiosul- 


phate (crisalbine and sanocrysin) being used extensively in France, 


Italy, England and the Scandinavian countries. There have been con- 
flicting reports as to the relative merits of each drug, but in general, the 
results obtained and the reactions recorded seem to be about equal for 
all the preparations that have not been discarded because of their toxicity. 
Bloch ®8 stated that he was sure equally good results were secured in this 
country by the use of gold and sodium thiosulphate as with krysolgan in 
Europe. 
DOSAGE 

Because of serious toxic reactions, the dosage of gold compounds 
has been greatly reduced during the past few years. The original doses, 
as high as 1,000 mg. and even 1,500 mg. of sanocrysin (gold and 
sodium thiosulphate) recommended by M@gllgaard and his co-workers, 
were used in Europe, with the result that there were many serious acci- 
dents. This delayed for a considerable time the general acceptance of 
this valuable method of therapy. 

Following the introduction of Schamberg’s gold and sodium thiosul- 
phate in 1926, this preparation has been used by nearly all of the 
\merican dermatologists and with good results in most instances. How- 
ever, even the lower doses originally recommended by Schamberg have 
been capable of producing serious reactions in some instances, and the 
tendency to still further reduction continues. In uncomplicated cases 
of lupus erythematosus, Schamberg ®’ recently recommended starting 
with a dose of 25 mg. and gradually increasing the dose by 5 or 10 mg. 
at a time to 50 mg., which may be adequate. An ultimate maximum dose 
of 100 mg., in his opinion, should never be exceeded. Schamberg *° also 
stated that some patients who have been treated week after week with 
the same dose may have their cells habituated to the drug. Good results 
in such cases were obtained by giving a larger dose and prolonging the 
interval of treatment. A greater therapeutic shock was thus produced. 


68. Bloch: In discussion of Schamberg (footnote 40). 

69. Schamberg, J. F.: In discussion of Whitehouse and Bechet (footnote 12, 

567). 

70. Schamberg, J. F.: In discussion of Pels: Lupus Erythematosus Resistant 
to Therapy with Unusual Persistent Involvement of the Mucocutaneous and Oral 
Surfaces, Arch. Dermat. & Syph. 19:1010 (June) 1928. 
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Courses of treatment embracing ten or more injections with intervals 
of rest for from four to eight weeks are recommended by some in order 
to lessen the danger of reactions resulting from the accumulation of 
gold in the body. In view of the lessened dangers of small dosage, it is 
gratifying to note that Goeckerman,"* Burnier ** and others believed 
that with small doses their results were equal to those obtained by larger 
doses. Burnier obtained cures in twenty-five of thirty-eight cases of 
lupus erythematosus, using weekly injections of from 10 mg. to 25 mg. 
of gold and sodium thiosulphate. A course of twenty injections was 
followed by a rest of one month, and subsequent courses were given as 
long as was necessary. Only a few mild reactions resulted from this 
method. 

Continuation of treatment for a considerable time after apparent 
cure is now frequently recommended in order to reduce the possibility 
of recurrences. 

It is obviously impossible to outline a regimen of treatment that can 
he carried out in any group of cases. Careful individualization in each 
case becomes necessary. However, a study of the experiences of others 
and of the results of our own use of gold compounds leads us to make 
the following more or less general recommendations concerning dosage. 

In cases of lupus erythematosus, an initial dose of 10 mg. is fol- 
lowed one week later by a dose of 20 mg. or 25 mg. and is increased 
10 mg. per dose each week up to 50 mg. This dose is not exceeded, 
except in resistant cases, in which it is cautiously increased to 75 mg. 
and occasionally to an upper limit of 100 mg. Courses of ten injections 
with a rest period of four weeks between courses are continued until a 


satisfactory result is obtained or failure to respond is apparent. Continua- 


tion of treatment is contingent on no reactions or reactions of a mild 
type. If treatment is continued after untoward symptoms have developed, 
the dosage is reduced to 5 mg. or less and the toleration of the patient is 
carefully determined. Should reactions again appear, the treatment is 
discontinued. We believe it to be good practice to strip the patient and 
examine his skin before each new injection, at the same time inquiring 
as to the general reactions, pruritus, etc. 

In cases of afebrile lupus erythematosus disseminatus, the doses at 
the start should be from 1 mg. to 5 mg., depending on the character of 
the case, and these doses should be increased a few milligrams each 
week. In the absence of sequelae, a dose of 25 mg. may be given, but 
this dose should not be exceeded, except in rare instances. The treat- 
ment should be given in courses, as outlined in a previous paragraph. 
The occurrence of reactions should preclude further use of gold com- 


Goeckerman, W. H.: Arch. Dermat. & Syph. 20:405 (Sept.) 1929. 
72. Burnier, H Arch. de dermat. et syph. de l’hop. St. Louis, Paris 1:6! 


(March) 1929 
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pounds. An additional course of injections following the regression of 
lesions is recommended. Recurrences are treated the same as new cases. 
This outline of treatment is for use with gold and sodium thiosulphate. 
lf combinations of higher gold content are used, even smaller dosage 
may be advisable. 

Satisfactory results in resistant cases are often obtained only after 
long continued treatment. MacKee, Schamberg, Bechet, Ormsby and 
others have given as many as 100 injections. In some instances, 150 
doses have been given, without harm to the patients. 


SUMMARY 

1. Gold salts have been employed for about fifteen years in the treat- 
ment for tuberculosis, tuberculids and lupus erythematosus. 

2. While it is granted that these salts have proved their value in the 
therapy of certain of the aforementioned diseases, we find, from a review 
of the literature, that severe systemic reactions and even deaths have 
resulted from their use. 

3. The large doses that were earlier recommended were responsible 
for most of the severe accidents recorded. Smaller dosage has greatly 
reduced, but has not entirely eliminated, this danger. 


4. Report is made of a death following the administration of 25 mg. 
and 50 mg. of gold and sodium thiosulphate four days apart to a woman 
with lupus erythematosus. A generalized erythema developed with 


fever, prostration, hemorrhages from the vagina, total loss of hearing 
and icterus. It is believed that death resulted from acute yellow atrophy 
of the liver due to idiosyncrasy to gold. 

5. It is recommended that gold therapy be instituted with very small 
doses, and that the doses be increased in amount gradually and con- 
servatively. We recognize that gold therapy has its place, at least in the 
treatment for lupus erythematosus and in certain of the tuberculids. 


ABSTRACT OF DISCUSSION 

Dr. Erwin P. ZeEIsLeER, Chicago: Dr. Driver and Dr. Weller have done a 
service to the Association in calling our attention to the toxic reactions from 
therapy with gold compounds. I am sure that we are all interested in this subject, 
particularly in the toxic effects of gold sodium thiosulphate, which is the drug 
that has been used extensively in this country. Unfortunately, I have seen several 
serious reactions. Only last week a patient came to the Cook County Hospital 
who had received six injections elsewhere for a chronic cicatricial lupus erythe- 
matosus of the scalp. Following the last injections a generalized bullous eruption 
develeped that involved the mucous membrane, and he entered the hospital with a 
clinical diagnosis of pemphigus. We considered the condition a pemphigoid eruption 
following injections of a gold compound. The patient died within three days, and 


necropsy showed the negative signs usually recorded in pemphigus. 
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In my private practice I have had three reactions that would be classified a 
serious. One patient developed an acute hemorrhagic reaction with stomatitis, 
edema of the face and extremities, a purpuric eruption, blood in the urine and 
stools, a high temperature and a septic course. The prognosis looked extremel) 
grave, and we had every reason to fear a fatal termination. Fortunately, after 
the administration of sodium thiosulphate in large doses the patient recovered. The 
lupus cleared up completely about three months after his recovery, but is now 
showing signs of a relapse. 

I have had two other patients who were ill for several days with an erythema 
multiforme-like eruption, with joint pains, fever and so on, but they also recovered 
under sodium thiosulphate therapy. 

[ think that we should be particularly careful about using the word “cure” in 
connection with therapy with gold compounds, for so often the curative effects 


are only temporary. It has been amazing to me how many of our cases of erythe 


matous lupus have recurred, particularly with the onset of warm weather. | 
think that about 30 per cent of the patients in a series of thirty cases have had 
relapses. It seemed to me that when the preparation was first put on the market 
by Abbott my results were much better than they had been within the last year, 
so I wrote the chief chemist and asked if there was any difference in the mode of 
preparation, and he replied that they had, for the last two years, used a new 
method in order to eliminate traces of copper in connection with the gold. This 
may have something to do with the lessened therapeutic effect. Dr. Schamberg 
tells me that his chemists make no attempt to eliminate the traces of copper. 

Dr. OviverR S. Ormssy, Chicago: I wish to report a little more in detail th 
case of the patient spoken of by Dr. Driver, because there may be an erroneoits 
impression about that case. I made the statement before the Chicago Derma- 
tological Society some months ago, when this subject was under discussion, that 
one of our colleagues had had a case that terminated fatally. This was a patient 
of Dr. Kendal Frost, of Los Angeles, who has furnished the following notes to 
be presented for him as he is unable to attend this meeting. 

A woman, aged 36, had two small lesions on the face of seven months’ dura- 
tion. On March 12, 1928, she was given 25 mg. of gold sodium thiosulphate. This 
dose was repeated on the sixteenth. On the twenty-third a scarlatiniform eruption 
developed, and the temperature was 104 F. On the twenty-eighth, the temperature 
was 101 F., the erythema was limited to the arms and the diarrhea had decreased. 
On this date, injections of sodium thiosulphate were instituted and were given 
daily subsequently. Three or four days before death, which occurred on April 5, 
hematuria began, and subcutaneous hemorrhages appeared at the site of the 
previous injections. A blood transfusion was performed two days preceding death. 
The autopsy observations were as follows: 

There were massive omental, mesenteric and subcutaneous deposits of fat in 
the abdominal cavity. The peritoneal surfaces were smooth and pale. The small 
and large bowel were slightly distended with gas, and they contained brown bloody 
material, especially in the lower portion of the large bowel in which it was quite 
tarry. No ulcerations or bleeding points could be demonstrated in the mucosa 
of any portion of the intestinal tract. The stomach and the esophagus were 
normal. The liver was slightly enlarged and showed only a moderate degree of 
fatty changes. The spleen was enlarged and somewhat softened, and at the upper 
pole there was a grayish-yellow infarct about 3 cm. wide at the base. The pulp 
was softened and a dirty red. The pancreas and the suprarenal glands were normal. 
The kidneys were slightly enlarged. The surface of each, especially of the right, 
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presented a few relatively deep scars. The capsule stripped easily, leaving a pale 
yellowish fatty surface. Both pelves and ureters were filled with blood clot, which 
was easily removed from the mucosa, leaving a pale, smooth surface. The cortex 
of the kidney was pale yellow and slightly thickened. The urinary bladder was 
slightly distended with bloody urine and contained a few small blood clots. The 
mucosa was smooth and pale. The uterus, tubes and ovaries were normal. 

There were no adhesions or fluid in the thoracic cavity. The lungs showed only 
a moderate degree of hypostatic congestion. The heart was slightly enlarged. 
here were large amounts of epicardial fat, and the myocardium appeared fatty. 
lhe valves were normal. The coronary vessels and the aorta showed a slight 
degree of atheroma but no calcification. The bonemarrow of the distal portion 
of the right femur was examined. The medullary cavity was filled with a bright 
red gelatinous marrow, and an occasional bony spicule could be seen. 

Microscopic examination of the bone-marrow showed a marked cellular 
hyperplasia. 

In conclusion, it is important to emphasize the point that the dosage was not 
large and that it was repeated after a four day interval. However, the experience 
of most of us was that when we gave from 50 to 100 mg. of the drug, which we 
did in the beginning, there were numerous reactions. We now begin with 10 me 
and increase gradually to 50 or 100 mg. and rarely have any difficulty. 

Dr. Harvey P. Tow Le, Boston: This remedy is still under question and, 
like a wise merchant, it is well for us to take an account of stock when we are 
putting in new stock and to determine, if we can, whether we are operating at 
1 profit or at a loss. It seems wise for us to do this with regard to therapy with a 
gold compound. Last winter I searched the literature of the past five years 


carefully, removing every reference to the use of gold salts. In the reports of 


societies, in which physicians occasionally expressed their real opinion, I was able 
to find 451 cases of all sorts which were reported in sufficient detail for analysis. 
Of these, 420 were cases of lupus erythematosus, and 31 were cases of other 
diseases, such as erythema induratum, lupus vulgaris and so on. 

| divided these reports into groups of cure, improvement and failure and 
found that the results were extraordinarily alike in the American and the European 
cases. There were 319 cases in the American and 101 in the European literature. 
The American drug employed was the gold sodium thiosulphate, whereas the 
European drug was the 2 amino. 

Of the American cases, 51.09 per cent were reported to be cured, 42 per cent 
improved and 7 per cent failures. Of the European cases, 54.54 per cent were said 
to be cured, 49 per cent improved and about 6 per cent failures. These figures, 
I think, give false values, for when we analyze them further, we find that at the 
time I got these references the longest interval for which any case had remained 
cured was about eighteen months (reported by Bechet). Highman reported one 
case in which there was no recurrence in nine months. These were the longest 
intervals I could find. As Dr. Ormsby once said, there have been many brilliant 
results, but now, as time elapses, we are seeing many recurrences. Other 
dermatologists have given much the same opinion. 

As to reactions, at the time I got these figures, which are obviously incomplete 
today, there were reactions, either fatal or serious enough to cause alarm, in 
about one case in six, taking those in America and those in Europe together. This 
makes one wonder about the advisability of such treatment. There were three 
cases of permanent blindness and a good many cases of alarmingly high fever, 
stomatitis and various other reactions. Therefore, I was particularly interested in 
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certain statements made by the speakers as to why these reactions occur, because 
such studies may serve as a beginning in discovering the contraindications for the 
therapy. Stokes expressed the opinion that a white blood count of less than 4,000 
made the patient a candidate for disaster. Throne said that a low chloride content 
and a high blood sugar are a contraindication, and he expressed the belief that this 
is a sign of the retention in the blood stream of such heavy metals as gold, 
mercury, arsenic, lead, bismuth and the like. He advocates the careful determina- 
tion of the sugar and the chloride content of the blood in all patients who are to 
be given gold sodium thiosulphate. 

There were cases other than those of lupus erythematosus that were interesting. 
Patients with psoriasis have been treated with a gold compound, with almost 
universal failure. Patients with lupus vulgaris and lupus pernio showed nothing 
of note. In cases of erythema induratum no failures have been reported, and two 
of eight patients whose cases are on record were said to be improved and six cured. 
In the papulonecrotic tuberculids, no failure to influence the disease was reported, 
and in two of four cases the patients were said to be cured. 

The most astonishing results were reported in vitiligo. H. C. L. Lindsay 
reported three cases in which he stated that the pigment had returned under treat- 
ment with a gold compound until no departure from the normal could be detected. 
Whether or not this will be corroborated remains to be seen. 

I think that we must put all these things together and evaluate them. If one 
has a Sherraton highboy to repair, one has a choice of tools with which to repair 
it. One may use a sledge hammer or a small hammer. If one chooses the sledge 
hammer one will ruin the highboy, but with the small hammer one may repair it 
perfectly. In this case, I should advise using the small hammer. 


Dr. Howarp Fox, New York: Dr. Driver has performed a valuable service 
in collecting cases of bad results from gold preparations, though he appreciates 
their value in certain diseases. I should like to record one fatality and one serious 
result affecting the eye which occurred in the practice of two of my colleagues. 

The first case was reported by Dr. J. L. Kirby-Smith, before the Southern 
Medical Association (South. M. J. 22:87, 1929). The patient was “an unusually 
small woman of about 57 years of age” who had suffered from an extensive lupus 
erythematosus of the face for seven years. She was given two injections of gold 


sodium thiosulphate in a dosage of 25 mg. at an interval of five days. There was 
an immediate reaction, after which the patient became increasingly ill; she died 
five days after the second treatment, apparently of toxic nephritis. Necropsy was 


not permitted. 

The second case, reported in a personal communication by Dr. William D. 
Whitehead, was that of a married woman, aged 25, who had suffered from lupus 
erythematosus of the fixed type for nine years. She was considerably under- 
weight but otherwise was in apparently good general health. Three injections of 
gold sodium thiosulphate were given in a period of twelve days, the first injection 
consisting of 25 mg. and the subsequent ones of 50 mg. The last treatment was 
followed by a general exfoliative de1matitis; the patient became critically ill, with 
a temperature of 105 F., purpura, hemoptysis and finally coma. She recovered 
from this attack, and about one month later complained of blindness in the right 
eye, which also showed an external strabismus. It was not possible to obtain an 
examination of the fundus. 

I am glad that no deaths or serious ill effects have occurred in my practice 
or at the University and Bellevue Clinic. At the latter institution, reactions were 
noted on 22 occasions in the course of more than 1,200 injections, given to 77 
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patients. Of these, 3 reactions were rather severe, with chills, fever and prostra- 
tion for from one to two weeks. The reactions that affected the skin were mild, 
and consisted mostly of pruritus or urticaria. Dr. Driver quotes one case of lichen 
planus following injections of a gold compound, which may well have been a 
coincidence. The day I left New York, I saw such a case in the University ana 
Bellevue Clinic. 

Dr. SAMUEL AyREs, JR., Los Angeles: While we cannot attribute all of 
these untoward reactions to defective elimination of the kidney, I feel that it is 
justifiable to perform a phenolsulphonphthalein test preliminary to the administra- 
tion of of arsenic, gold compounds and mercury. This may show a subnormal 
function even when the urine appears otherwise normal. I cannot help feeling 
that I have saved myself some bad results by this procedure. 

I wish to report a severe case of dermatitis from a gold compound in a patient 
having an eosinophilia of over 80 per cent. 

I do not think that gold sodium thiosulphate has ever been used for the purposes 
of getting a provocative Wassermann reaction, but it so happened in one case in 
which the diagnosis was in doubt that we gave a dose of gold sodium thiosulphate 
and ten days later rechecked the Wassermann test and found it 4 plus. 

[ have ten or twelve patients with vitiligo under treatment at present and have 
seen no striking improvement except in the first case. The patient was a medical 
student with a marked vitiligo which apparently did clear up under prolonged 
therapy. 

Dr. WiLtIAM ALLEN Pusey, Chicago: I wish to express my appreciation of 
this round table sort of discussion on subjects we are all thinking about. 

In these cases we are all assuming a serious responsibility, and there are three 
points I wish to stress. 

The first is the point raised by Dr. Ayres of making a functional test of the 
kidney, which has been brought out by other comments in this discussion. 'When 


we treat patients with a dangerous drug of this sort we have to accept a serious 
responsibility, and I wish to call attention to the fact that in practicing medicine 
we are living in a practical world, where we have to work in a practical way, and 
it adds to our responsibility if we insist on procedures in these cases that go 


beyond the point of practical routine. It is not practical to make tests of the 
function of the kidney, blood tests and things of that sort in treating these patients, 
ind I should like to record my experience that, without going beyond the point 
f seeing that the patient was reasonably well, I have encountered no serious 
reactions. 

I wish to go on record as saying that in my experience in dermatology I have 
seen no other treatment that has a definite curative effect in lupus erythematosus. 
| tried all of the methods of treating patients with lupus erythematosus and felt 
utterly helpless until the therapy with a gold compound was introduced. With that 
treatment my experience is that we can definitely affect these cases, that we can so 
definitely affect them in most instances that we may say that we have a new 
agent of great efficiency in the treatment for a hitherto unaffectable disease, and 
that these good results justify the risk that must be taken. 

The next point is on the method of dosage. I have had my fear a good deal 
allayed in the past by the thought that the accidents occurred from the too frequent 
administration and too large dosage of gold compounds, and J have thought that 
perhaps care in this point was the reason for my escaping trouble. We begin with 
10 mg. and have not gone beyond 50 mg. However, I have had my sense of 
security upset recently by cases that have come to my attention in which a dosage 
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of 10 mg. and never exceeding 50 mg. was given in which there have been 
disastrous results. So I feel that for the protection of physicians who are’ using 
treatment with a gold compound we should have in our records these facts: 

1. So far as we know, it is not unduly exposing our patients if, by such routine 
as we can carry out in the office, we can determine that they are in fairly good 
health. 

2. The gold compound is a remedy of such usefulness in lupus erythematosus 
that it is justified. 

3. The dangers are beyond our control by any knowledge that we have at 
present. 

Dr. CARROLL S. Wricut, Philadelphia: I feel that gold compounds are going 
through the same vicissitudes of fortune that other heavy metals have gone 
through, such as mercury which was lauded one minute and damned the next. 

Dr. Schamberg and I have had quite a large experience and while in our 
series we reported one death I do not feel that the fatality was due to the gold 
compound. I think that the patient died in spite of it. Since then we have had 
no deaths and no alarming reactions; in fact, nothing that has given us any cause 
for worry. 

I think, as Dr. Pusey has said, that the whole question involves the dosage, 
and I believe that in some cases it is necessary to start with only 2 or 3 mg. We 
have done this in one case, starting with 2, then going to 3, and then to 5 mg., with 
a resulting disappearance of the entire eruption. 

Another interesting fact about reactions is that the patients, after having 
dermatitis, often can be entirely desensitized to the gold compound, and then by 
beginning again with 2, 3 or 5 mg. we have been able gradually to increase the 
dosage even to 250 mg. I think that this is of great interest, and believe that we 
should not discontinue the drug merely because of a few cases of toxic reaction. 
I think that it is the best remedy we have ever had for lupus erythematosus, and 
now we must wait for an Ehrlich to come along and give us a better preparation. 

Dr. Wittiam H. Guy, Pittsburgh: I wish to express my appreciation of 
this paper—it is timely and complete. The deleterious effects of gold compounds, 
to me, are potentially the same as those of arsenic; any accident following the use 
of arsenic may occur after the administration of gold compounds. 

In two cases I have noied a point that may or may not be of value, and may 
or may not have been noted by others; namely, prior to cutaneous involvement, the 
patient complains of puffiness of the hands, with tingling and burning. In the 
first case in which this was reported, and disregarded, there was a prompt cuta- 
neous eruption following it. 

I feel that the discussion by Dr. Pusey is of particular value regarding th« 
efficacy of the drug, and our inability to determine, prior to its administration, 
the person who is susceptible to the deleterious effect. 

Establishing these points is of the greatest importance legally. In case of 
malpractice one must prove that the treatment administered is a well recognized 
form of therapy and that all ordinary care and precaution were exercised in its 
administration. 

Dr. V. Parpo-CastELLo, Havana, Cuba: I wish to report a case of an 
unusual complication following treatment with a gold compound. The patient was 
a woman, aged 35, who suffered from lupus erythematosus of the common type 
on the face. I gave her 50 mg. of the Molgaard preparation, which we use 
extensively, and after six injections keratoses of both palms developed. I have 
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never seen this complication reported in the literature, but it bears out what 
Dr. Guy just said regarding the similarity to the reactions following arsenical 
therapy. 

Dr. E. Woop RuGG Les, Rochester, N. Y.: Since hearing this paper and the 
liscussion I feel grateful to Providence that no disastrous consequences have 
occurred in my practice. I have used this preparation in a good many cases, 
employing 0.05 mg. at the first injection and 0.1 mg. thereafter at weekly intervals. 
In one case the initial dose was 0.1 mg. No bad results have been observed, and 

patient I am now treating has received more than forty injections. 

Dr. JosEPpH GRINDON, St. Louis: While the paper is entitled, “Untoward 
Results from the Use of Gold Compounds,” all the discussion so far has been in 
reference to lupus erythematosus. 

I wish to report the results in a case of psoriasis, in which the patient was 
treated in the early days of therapy with gold compound, when we were using 
doses that we now consider too large. A young woman with an obstinate 
psoriasis was engaged to be married and wanted the patches removed. Under 
quartz-lamp irradiation they cleared up, but soon returned. I then gave her three 
successive doses of 1 dg. of gold sodium thiosulphate. After the third dose, an 
exfoliative dermatitis broke out from head to foot, which looked like a case oi 
arsphenamine dermatitis. Under intravenous application of sodium thiosulphate, 
this cleared up. As the exfoliative dermatitis spread, the patches of psoriasis, 
which had been most resistant, cleared up completely. While the dermatitis receded 
under the use of thiosulphate, the psoriasis reappeared. 

Dr. Paut E. Becnet, New York: After several years of extensive use, | 
have never observed any serious constitutional reactions following the administra- 
tion of 100 mg. of a gold compound given once in from seven to ten days. Cuta 
neous reactions have been equally rare. The only severe skin rash that I recall 
occurred in a case of vitiligo after three or four injections. In a case of mine 
mentioned in the paper of Dr. Schamberg and Dr. Wright, the entire face had 
heen involved for thirty-five years. One hundred milligrams of the gold prepara 
tion was given once a week for nearly two years, with apparently no detrimental 
effects. A complete cure resulted. Of course, I do not begin with 100 mg., but 
vive from 10 to 25 mg. as an initial dose, and, if no reaction supervenes, [ rapidly 
run the dosage up to 100 mg. 

\s to intermittent treatment and not using the drug over a long period of time, 
| think that Dr. MacKee’s impressions coincide with mine. There is a type cf 

‘tremely chronic, long-standing, discrete lupus erythematosus, in which my best 
results have been obtained only after the use of a gold compound over a long 
period of months. Dr. Driver and Dr. Weller’s report of the occasional ill effects 
following aurotherapy is exceedingly valuable, and it may well be that 100 mg. 
might prove to be an excessive dose. 

Dr. JAMES R. Driver, Cleveland: There has been so voluminous a discussion 


that I do not feel it necessary to say anything more. 
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Arsenic is of great historic interest. It has been used both as a 
destroyer and as a savior of mankind. It has fascinated a larger group 
of men than any other drug substance. The alchemist, the poisoner, 
the chemist, the toxicologist, the dye manufacturer and the physician 
have all been familiar with it. It has criminally killed many and 
accidentally killed a far greater number, yet it has proved a most useful 
and valuable agent in the service of man. It has contributed greatly 
to the advance of art and the development of medicine. 


EARLY HISTORY 

Arsenic may have been known in the Far East even before the days 
of Orpheus and Homer, but no direct references to it can be found 
until the advent of the Hippocratic era. The earliest known forms 
of arsenic were the sulphides, orpiment and realgar. Hippocrates,’ 
in his chapter on ulcers, mentions the use of the yellow sulphide of 
arsenic, or orpiment, as one of the ingredients of a paste for the treat- 
ment of ulcers. 

The laws of Plato* prohibited, under penalty of death, the use of 
poisons by the physicians of that period; this explains why so little 
was written on arsenic by the Greek physicians until the time of Dio- 
scorides in A.D. 40. The only exception was Nicander of Colophon 
(204 B.C.), who wrote a poem on toxicology entitled “De theriaca et 
alexipharmacis,” in which he mentioned mineral and vegetable poisons. 

According to Hilliaret,* Hippocrates, despite the Platonic laws, used 
arsenic internally in catarrh, phthisis and asthma. The earliest Greek 
writer on chemistry, Democritus of Abdera, was a patient of Hippo- 
crates; he was born between 460 and 494 B.C. in Thrace. His father 
left him great wealth, and he traveled extensively in Egypt, Chaldea 
and Persia, studying medicine, magic and other secret arts. According 


to Synesius, Democritus was initiated into the Egyptian mysteries by 


* Submitted for publication, March 1, 1930. 
* Read at the Fifty-Third Annual Meeting of the American Dermatological 
Association, Cleveland, June 20, 1930 
. Hippocrates: Op. ed. Vander Lueden, Lug. Batav. 1665 
Plato: De legibus, book 12, and De republica, book 2. 
. Hilliaret, M. J. E.: Notice historique sur l"empoisonement par I’arsenic, 
e : 
1847 
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Ostanes, a high priest in the temple at Memphis. One of his pre- 


scriptions for making gold follows: 


Take quicksilver, fix it with magnesia or Italian antimony (stummi, possibly 
equivalent to stibium), or unburnt sulphur, or aphroselmia, or burnt lime, or 
styperia of Milos (alum), or arsenic; throw in the white earth of copper and 
you obtain bright copper. Throw in the golden yellow earth of (or upon) silver, 
and you obtain gold. From gold comes chrysocorallos; sandarach (realgar) gives 
yellow red and also prepared arsenic, and entirely transformed cinnabar. Bright 
copper one obtains only by means of quicksilver. For nature conquers nature. 

According to Dr. James C. Brown,‘ the famous “Book of Crates” 
is an Arabic corruption of the works of Democritus, who can there- 
fore be credited as being the first great alchemist and the first to use 
arsenic in alchemy. 

Dioscorides (40 A.D.) was the first to mention the poisonous effects 
of arsenic, which he called arsenicon or arrhenicon. He described the 
yellow sulphide of arsenic, and stated that it is found in the same mines 
as sandarac (red sulphide of arsenic). Dioscorides noted that the 
ingestion of arsenic causes violent pain and corrodes the intestine. 

Aurelius Cornelius Celcus mentioned the crusting and scaling which 
follows the use of arsenic. 

Galen, the greatest of the Roman philosopher physicians, was born 
about 130 A.D. in Pergamos, a city of Asia Minor. He went to Rome 
in 164 A.D. and eventually accepted the post of physician to the 
Emperor Marcus Aurelius, whom he cured of a stomach trouble con- 
tracted during the campaign in Germany. Galen was the first to call 
attention to the escharotic properties of arsenic. He wrote that it was 
as caustic as fire, and mixed with quicklime made an excellent depilatory, 
which he called psilatrium. He also advocated its use for putrid ulcers. 
Aetius, in the fifth century, mentioned a bullous eruption in a case 
of poisoning with arsenic. 

Avicenna, the “Hippocrates and Aristotle of the Arabians,” was born 
at Bokhara in A. D. 980. He studied medicine in Bagdad and became 
Grand Vizier at Hamadan, where he died at the age of 56. In his 
great treatise, the “Canon of Medicine,” chapter 49 of the second book, 
he differentiates for the first time white arsenic (acid arseniosi) from 
the sulphides, orpiment and realgar. After Avicenna, arsenic passed 
into the hands of the alchemists, who regarded it as the key to the 
“Philosopher’s Stone,” and for several centuries it formed part of 
mystic formulas, and gave forth its garlicky odor in many a retort in 
the medieval laboratories of the searchers of synthetic gold. Geber, 
Albertus Magnus and Basil Valentine were especially familiar with it. 

Arsenic as a Poison.—lts history as a poison is a fascinating one. 
The first recorded instance was the directions given the minstrel Woud- 


4. Brown, James Campbell: A History of Chemistry, Philadelphia, P. Blakis- 
ton’s Son & Company, 1920. 
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reton in 1384 by Charles the Bad, King of Navarre, who was especiaily 
well versed in toxicology. These instructions pertaining to the poisoning 
of Charles VI, King of France, his brother the Duke of Valois, and his 
uncles the Dukes de Berri, Bourgogne and de Bourbon follow: 

You will go to Paris, and can render great service if you wish. If you will 
do what I direct, you will live in ease and your reward will be great. You will 
do as follows: There is a thing called arsenic sublimat. If a man eat of this, 
even as small as a pea, never will he live. You will find this drug at Pampelune, 
Bordeaux, Bayonne, and in any large city through which you will pass, at the 
hotels of the apothecaries. Make a powder of it, get into the kitchens or any 
other place, in which you can put this powder in their meats, broths, or wines, 
without being noticed; otherwise do not do it. 


Woudreton was caught red handed and drawn and quartered in the 
Place de Greve in Paris, before he could carry out this nefarious plot. 
by the dawn of the seventeenth century, poisoning with arsenic had 
hecome so frequent that the great lords appointed their physicians as 
“tasters.” How many medical men were lost to fame by this method 
is not recorded. Besides having their physicians taste of their food 


and drink, noblemen of the times ordered the wine to be served in a cup 


of electrum, a highly polished metal containing an alloy of gold and 
silver. This cup was supposed to tarnish immediately in the presence 
of arsenic or other poisons. Garelli, physician to Charles VI of Austria, 
mentions a clear, tasteless solution of arsenious acid and antirrhinum 
cymbalaria, which was called aqua toffana or aquetta di Napoli. Five 
or six drops of this solution daily caused death in a few months. It 
is said that more than six hundred persons, including two popes, Pius 
III and Clement XIV, were fatally poisoned with this diabolic liquid. 

Further consideration of arsenic used with criminal intent, while 
most fascinating, is not pertinent to its use in dermatology, and I shall 
therefore pass on to its use in cancer. 


ARSENICAL PASTES IN CANCER 

The first use of arsenic recorded as an escharotic, occurs in the 
writings of Hippocrates, if which this author describes its use in the 
form of yellow sulphide of arsenic or orpiment, mixed with other 
ingredients, for indolent ulcers. Galen wrote that as a caustic, arsenic 
was as efficient as fire and mixed with quicklime proved of great value 
for putrid ulcers. Rhases, in the tenth century, used orpiment in the 
external treatment of diseases of the eye. Jean de Vigo, in the 
fifteenth century used ointments containing arsenious acid, red and 
yellow sulphide of arsenic, litharge, alum, mercury, sulphur, vitriol, 
camphor, antimony, incense, myrrh, aloes, sanguinaria and_ black 


hellebore in ulcerative lesions. 
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Until the eighteenth century, arsenic as a local cauterizing agent 
was used in a haphazard fashion by Fabrice de Hilden, P. J. Faber, 
Magatus and others. It was condemned by Junker, Boerhaave, Triller, 
Lieutand, Heister, Richter and Stoll. 

Rousselot,® a chiropodist to the Dauphin, published the results of 
several years’ experience with arsenical pastes in cancer; to him there- 
fore, must go the credit of priority in the use of this method. His 
favorite application consisted of cinnabar, sanguinaria and arsenic; 
this was mixed in the palm of the hand, saliva being used as a diluent ; 
the paste was then applied to the cancer and kept in place with spider- 
web. 

Twenty years later, a monk, Friar Come, and his pupil and successor, 
Friar Bernard, used a formula with which they were very successful 


in the treatment of patients with cancer; it consisted of powdered 
arsenic, 5 grains; (0.32 Gm.) cinnabar, 25 grains; (1.62 Gm.) and 
powdered burnt shoe soles, a pinch. They had purchased this formula 
from a barber surgeon for 3,000 livres. 

Emmanuel Patrix,® in 1816, published a monograph entitled “L’art 
d’appliquer la pate arsenicale,” with a clear and definite discussion of 


indications and contraindications for its use. 

John Marshall used successfully arsenical paste on a cancer in the 
right inguinal region in 1817. Alexander Marsden’s* “A New and 
Successful Mode of Treating Certain Forms of Cancer,” placed the 
method on a real scientific basis. Marsden called his formula an 
arsenical mucilage. It consisted of arsenious acid, 2 drachms (7.7 Gm.), 
and mucilage of acacia, 1 ounce (31.1 Gm.), mixed well together and 
made into a thick paste. He employed this method for seventeen years 
before publishing his results. His book contains detailed reports of 
twenty cases in which his paste was successfully employed; among this 
number were several large epitheliomas involving the entire lower lip. 

Marsden’s advocacy of arsenical paste in cancer gave a tremendous 
impetus to the method, and it was employed in England and this 
country by many conservative arid influential members of the medical 
profession, with excellent results. Later it fell into some disrepute 
chiefly because of the ignorance of those who used it. A goodly crop of 
cancer quacks sprouted up like mushrooms throughout the country; 
yet it cannot be denied that a few of them, through long experience, 
achieved good results. It is apparently the only instance in medicine in 


5. Rousselot: Toilette des pieds, etc., et dissértation abrégé sur le traitement et 
la guérison des cancers, Paris, 1769. 

6. Patrix, Emmanuel: L’art d’appliquer la pate arsenicale, Paris, 1816. 

7. Marsden, Alexander: On a New and Successful Mode of Treating Cer- 
tain Forms of Cancer, London, 1874. 
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which quackery has made use of a really efficient weapon against dis- 
ease. The method has not passed entirely into oblivion; Sir Norman 
Walker,* in his “Introduction to Dermatology,’ spoke very highly of 
it. Darier,® stated: “The most convenient and most desirable caustic, 
which has yielded the largest number of durable and good esthetic 
results in my experience, is arsenious acid.” Sutton,’® in the last edition 
of his textbook, gave a full page to the explanation of the method, and 
stated that when properly employed, excellent results followed its use. 
Ormsby *' also described the technic in full, and stated that the treat- 
ment is effective. Stelwagon ** stated that he employed it frequently. 
Despite these f-vorable opinions, arsenic as a caustic has yielded much 
of its popularity to electrocoagulation, desiccation and radiotherapy, and 


it is now rarely employed. 


THE INTERNAL USE OF ARSENIC IN DERMATOLOGY 

The arsenical era in dermatology began with the article by Thomas 
Girdlestone,'* entitled: “Observations on the Effects of Dr. Fowler’s 
Mineral Solution in Lepra and Other Diseases.’’ Girdlestone apparently, 
therefore, was the first to use arsenic for diseases of the skin. He 
reported good results from the use of solution of potassium arsenite 
(Fowler’s solution) in lepra, lichen, prurigo and psoriasis. He preached 
assiduously against excessive dosage; his average dose was 6 drops 
three times a day, and his largest dose 12 drops; this he rarely used. 
For syphilis, he particularly recommended the use of arsenic alternated 
with mercury. His favorite remedy, liquor potassii arsenitis, was given 
to the world by Thomas Fowler in 1786. Fowler was born on Jan. 
22, 1736. He was a pharmacist as well as a physician. His solution 
was first used in the treatment for malarial fever. Priority in the use 
of arsenic in malaria, however, must go to Dr. Macqueen, a licentiate 
of the Royal College of Physicians, who used a solution of arsenic in 
1777 in instances of intermittent fever at Norwich in the County of 
Norfolk. 


8. Walker, Sir Norman: An Introduction to Dermatology, New York, 
William Wood & Company, 1921. 

9. Darier, J.: A Textbook of Dermatology, Philadelphia, Lea & Febiger, 
1920. 

10. Sutton, Richard L.: Diseases of the Skin, ed. 6, St. Louis, C. V. Mosby 


Company, 1926. 

11. Ormsby, Oliver S.: A Practical Treatise on Diseases of the Skin, ed. 3, 
Philadelphia, Lea & Febiger, 1927. 

12. Stelwagon, H. W., and Gaskell, H. K.: A Treatise on Diseases of the 
Skin, ed. 9, Philadelphia, W. B. Saunders Company, 1921. 

13. Girdlestone, Thomas: Observations on the Effects of Dr. Fowler’s Min- 
eral Solution in Lepra and Other Diseases, London Med. and Phys. J. 15:297 
(April) 1806. 
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Dr. Brown, a contemporary of Girdlestone’s, a member of the Royal 
College of Physicians and senior physician to the Infirmary at Margate, 
used solution of potassium arsenite in many cutaneous diseases. The 
famous venesectionist, Dr. Lettsom, was a member of the Board of 
Governors at this Infirmary. 

George Pearson was an English physician. He was born in 1751, 
and died in 1828 as the result of a fall. He was popular as a lecturer 
on chemistry and materia medica, and was the originator of Pearson’s 
solution, which consisted of 1 grain (0.06 Gm.) of sodium arsenate 
to 1 ounce (31.10 Gm.) of distilled water. The usual dose was 15 
drops three times 2 day. 

Arsenic soon became immensely popular in dermatologic thera- 
peutics. Its excessive and prolonged employment caused many arseni- 
cal eruptions. Devergie, in 1857, was the first to recognize the fact 
that cutaneous lesions might result from the internal use of arsenic. He 
was the first to call attention to arsenical pigmentation; he called these 
patches “taches arsenicales.” However, Fowler, many years before 
had directed attention to the frequency of urticaria following the use 
of his solution of arsenic. Erasmus Wilson drew special attention 
to the local and systemic poisoning from dyes containing arsenic. 
Jonathan Hutchinson first described arsenical keratosis and arsenical 
cancer. 

Michael D. Donovan brought out his liquor hydriodatis arsenici et 
hydrargyri in 1840. It consisted of arsenious acid, 39.5 grains (2.55 
Gm.) ; pure iodine, 76.25 grains (4.90 Gm.), and mercury, 100 grains 
(6.50 Gm.). It did not become popular and was little used. 

Dr. C. B. Radcliffe injected arsenic subcutaneously for the first 
time on Jan. 12, 1866. It was a solution of potassium arsenite, and the 
patient was suffering from chorea. M. Lipp,’* in 1869, injected 
arsenious acid subcutaneously for the first time in psoriasis and chronic 
eczema. As experience enlarged and knowledge increased, the true 
value of arsenic was recognized, and at present it is employed largely 
in those diseases in which time and experience have proved it of value. 
These dermatoses form a small group, of which the principal members 
are psoriasis, lichen planus, pityriasis rubra, mycosis fungoides, sarcoid 
and pemphigus. The reckless method of the administration of arsenic 
has passed. 

ARSENIC IN SYPHILOLOGY 


On Aug. 31, 1909, a compound, the result of a labor of years, was 
injected into a syphilized rabbit by S. Hata, an indefatigable Japanese 
worker. At his side stood his chief, Paul Ehrlich, an ill kept figure, with 
bent shoulders, glasses on the end of his nose and the inevitable cigar. 


14. Lipp, M.: Arch. f. Dermat. u. Syph., 1869, vol. 3. 





116 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dust, books, rabbits, mice, dyes and chemical paraphernalia surrounded 
them. Within twenty-four hours the evidence of specificity was proved, 
and the superhuman dynamic energy of Paul Ehrlich had given mankind 
a life-saving remedy. The discovery was announced to the world in his 
famous “Die experimentelle Chemdé-Therapie der Spirrillosen,” in col- 
laboration with the faithful Hata. The discovery of arsphenamine was 
the result of long, tedious, arduous, persistent and often disappointing 
effort. It began with Ehrlich’s experiments with atoxyl (arsenilic 
acid). In 1903, Laveran found that arsenious acid killed trypanosomes 
in the test tube. In 1905 Thomas,’® and in 1906 Breinl and King- 
horn,'® presented positive evidence that atoxyl had a therapeutic effect 
in experimental trypanosomiasis. Ehrlich found that by reducing 
atoxyl and other compounds of arsenic with suitable reducing agents, 
the resulting products were stronger trypanocidal agents. In this way 
many new arsenical compounds were discovered. This reducing process 
was employed on the most recent of these compounds, 3— nitro- 
4 hydroxyphenylarsonic acid, thereby obtaining 3, 3’— diamino —4, 4’ 
dihydroxyarsenobenzine, with the laboratory number “606.” These 
laboratory numbers, therefore, represented the various new arsenical 
compounds attained by reduction. 

Arsenic in the hands of Paul Ehrlich became as pliable as clay in 
the hands of a sculptor, but, unlike clay, it changed its composition 
entirely and assumed new compounds. Instead of incantation, demon- 
ology and magic circles, this modern alchemist worked with chemical 
formulas, reducing agents and his faithful horde of mice, rats and 
rabbits. He was forever reading, working and smoking; even his bed- 
room was stacked with books. Chemical symbols were chalked every- 
where in his home; even the floor did not escape. Ehrlich was greatly 
loved by his co-workers. Bertheim collaborated in most of his papers. 
S. Hata, a pupil of Professor Kitasato, worked with Ehrlich in Robert 
Koch’s laboratories. He became Ehrlich’s assistant at the Georg Speyer 
Haus in 1909, and did all of his inoculations of animals and experi- 
ments. Conrad Alt, of Uchtspringe, was the first to use arsphenamine 
in the treatment of patients with syphilis. Kadereit was almost a life- 
time assistant. Benda was one of his later collaborators. 

Neoarsphenamine soon appeared, and then a host of organic arsenical 
compounds followed in rapid succession. Fourneau,’* Levaditi and 
Novarro-Martin introduced acetarsone (stovarsol), a pentavalent 
arsenical compound. Tryparsamide, especially useful in neurosyphilis, 


15. Thomas: Brit. M. J. 1:1140, 1905. 
16. Breinl and Kinghorn: Memoirs (21), Ann. Trop. Med. 1:1 (Sept.) 1906. 
17. Fourneau, E., et al.: The Derivatives of Phenylarsonic Acid, Ann. de 


Inst. Pasteur 37:551 (June) 1923. 
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was discovered by Jacobs and Heidelberger."* In 1913 Danysz *® 
observed that a combination of arsephenamine and silver nitrate gave 
better results in experimental trypanosomiasis than arsphenamine 
alone. A year later, he described three new compounds combining 
arsphenamine with silver chloride, bromide and iodide. A triple com- 
bination of arsphenamine, silver bromide and trivalent antimony 
(luargol) was introduced by him. Bart,?? in 1912, developed a 
general method for synthesizing aromatic arsonic and arsinic acids. A 
bewildering host of organic arsenical compounds, so numerous as to 
baffle ordinary understanding, have been produced by modern chemists, 
among which may be mentioned Bertheim, Benda, Karrer, Pyman and 
Reynolds, Dehn, Michaelis, Frankel and Lowy, Oechslin, Finzi and 
Raiziss.*! 

During the World War, when the importation of arsphenamine had 
stopped, Schamberg, Raiziss and Kolmer, after extensive research, 
elaborated an arsphenamine product, which they called arsenobenzol. 
This product proved of great therapeutic activity and was of immense 
value in combating syphilis. 

Despite considerable rivalry, arsenic still holds its supremacy in the 
treatment for syphilis and a number of dermatoses. Its past is brilliant, 
and its future may safely be left in the hands of the enthusiastic fol- 
lowers of that master chemotherapeutist, Paul Ehrlich. It still remains 
in the realm of reason that some future scientist may find a new 
arsenical compound which in early syphilis might achieve the Ehrlich- 
ian dream. Therapia sterilizans magna! 

55 Park Avenue. 

ABSTRACT OF DISCUSSION 

Dr. Howarp Fox, New York: As historian I should be one of those to 
congratulate the Association on now having another member beside Dr. Pusey 
and Dr. John Lane who is especially interested in the history of dermatology 
The historical aspect of medicine is becoming more and more appreciated, and 
we should welcome the efforts of our members to delve into the pioneer work of 
those who have gone before us. Dr. Bechet’s paper is worthy of our appreciation. 

Dr. WILLIAM ALLEN Pusey, Chicago: I should like to second the remarks of 

r. Fox, because apparently so little interest is taken in the history of our specialty. 
[t is not purely an academic interest, and it gives us a background. While I 
ippreciate the honor conferred by Dr. Fox I fear that I am without the cycle 


of men like Dr. John Lane. 


Jacobs and Heidelberger: J. Pharmacol. & Exper. Therap. 14:501, 1919 


19. Danysz: Compt. rend. Acad. d. sc. de Paris 157:644, 1913 


20. Bart: Deutsches Rights Patent 250264. 
21. Raiziss, George M., and Gavron, Joseph L.: Organic Arsenical Com 


unds, Chemical Catalogue, Cope, 1923. 





NONSPECIFIC THERAPY IN DERMATOLOGY 
A FIVE YEAR CLINICAL STUDY * 


CARROLL S. WRIGHT, M.D. 


PHILADELPHIA 


In his exhaustive treatise on “Protein Therapy and Nonspecific 


Resistance,” Petersen stated that the idea of therapy on a nonspecific 


basis seems a step backward and investigation of such a subject illogical, 
but that certain therapeutic results cannot be ignored. I am sure that 
on first acquaintance with nonspecific therapeutic methods the majority 
of physicians are inclined to view them askance, and it is no wonder 
that a certain percentage of patients who are subjected to such treat- 
ment are inclined to regard it as a new variety of medical hoax. I 
have known patients on numerous occasions to ask what possible benefit 
could result from the withdrawal of blood from one part of their body 
and its reinjection into another part, and later in the course of their 
treatment to request that the same procedure be carried out. Since 
1924, Dr. Schamberg and I have employed various methods of hetero- 
therapy extensively, and this study is made in an attempt to evaluate 
these methods based on their use for five years and the personal study 
of the effects of the treatment in each case. 

As implied by the term nonspecific, remarkable results should not 
be expected and were not expected. Specific methods in dermatology 
are rare, just as they are in other branches of medicine, and yet the 
empiric use of a therapeutic procedure is frowned on by some unless 
its action is to a certain degree, specific. In this study it was attempted 
only to demonstrate whether the various nonspecific methods had any 
helpful influence or were entirely valueless: an attempt to crystallize 
impressions by a study of results. 


METHODS 


Innumerable agents have been used in nonspecific therapy, but this 
study is based on only a few of the methods, namely, autohemotherapy, 
milk preparations, nonspecific vaccine therapy and turpentine. O'Leary,’ 
in a comprehensive table of nonspecific agents used in dermatology, 
included also such frequently used agents as vaccines, neoarsphenamine, 
x-rays, radium, cautery and ultraviolet light. These agents have been 


* Submitted for publication, March 1, 1930. 

* Read at the Fifty-Third Annual Meeting of the American Dermatological 
(Association, Cleveland, June 20, 1930. 

1. O'Leary, P. A.: Present Status of Non-specific Therapy, Arch. Dermat. 
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extensively reported on in the literature, and in some instances must be 
regarded as specific methods; so they are not included in this study. 

In general, nonspecific agents have been shown to result in the fol- 
lowing systemic changes: Slight rise in temperature; lessening of arte- 
rial tension; leukopenia followed by leukocytosis; diminution in the 
permeability of the vessels ; increased flow of lymph; increased excretion 
of nonprotein nitrogen; stimulation of diaphoresis; increase in ferments 
in the blood stream. 

\Vhen nonspecific therapy was first employed, it represented nothing 
hut pure empiric therapy, but intensive study of the mode of action and 
the changes brought about by these agents has resulted in the formation 
of numerous theories. Petersen* stated the belief that the observable 
reactions which sometimes occur, such as fever, chill and sweating, or 
a leukocytosis are sufficient to explain the occasional striking results. 
Weichardt * concluded that there is either a stimulation of the cells of 
the organism to greater activity in the production of specific substances, 
antibacterial in character, or an increase in the general resistance to 
intoxication by speeding up the mechanism of detoxication. Larson * 
concluded that the injection of foreign protein enables the organism to 
throw off the so-called sessile antibodies and to get them into circula- 
tion; possibly the various agents act as stimulants of the hemopoietic 
tissue, flood the body with immune substances and thus overcome dis- 
ease. Starkenstein’s ° studies indicated that nonspecific agents have a 
definite effect on the permeability of the vessels and therefore on the 
inflammatory processes. They also indicated that the irritability of the 
nervous system, both sympathetic and central, is diminished, and that 
the organism as a result of these demonstrable changes becomes more 
resistant to poisons. There are numerous other theories to be found 
in the literature, which seem less logical than those set forth. 

Autohemotherapy—The use of normal human serum is by no means 
new in dermatology. A tidal wave of enthusiasm passed over the 
dermatologic world in the years 1914, 1915 and 1916, following which 


the procedure lapsed into undeserved partial disuse only to be adopted 


with certain changes in technic in recent years by a few dermatologists. 
The original method consisted in the withdrawal of from 50 to 100 cc. 
of blood from a vein, allowing it to clot, defibrinating and then rein- 


2. Petersen, W. F.: The Non-Specific Reaction, J. A. M. A. 76:312 (Jan. 
29) 1920. 

3. Weichardt, W.: Ueber Proteinkérper Therapie, Miinchen. med. Wehn- 
schr. 68:365, 1921. 

4. Larson: Principles of Foreign Protein Therapy, Minnesota Med. 
1919, 

5. Starkenstein: Proteinkérper Therapie und Entziindungshemmung, 
chen. med. Wehnschr. 66:205, 1919. 
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jecting the clear serum either intravenously or intramuscularly. The 
method as employed by Dr. Schamberg and myself consists in with- 
drawing from 10 to 20 cc. of blood and reinjecting it immediately into 
the deep muscles of the buttocks. Blood after clotting is known to act 
as a foreign protein to the host; it is one of the mildest forms of non- 
specific therapy, and yet it exerts an action in some conditions which 
cannot be accomplished by any other form of nonspecific therapy. 

In 1913, Luithlen ® showed by the results of unusual experimenta- 
tion that inflammatory reaction of the skin to external irritants could 
be favorably influenced by injections of homologous, autogenous or 
foreign serum or whole blood. Spiethoff* studied the question inten- 
sively and concluded also that the procedure resulted in a reduction of 
the sensitiveness of the skin to endogenous irritations. A number of 
favorable reports on the use of autoserum therapy appeared in the ensu- 
ing two or three years. Gottheil and Satenstein * reported satisfactory 
results in the treatment of psoriasis and eczema with this method. 
Hilario ® claimed that autoserum injections alone would result in the 
spontaneous involution of certain dermatoses, especially those of actinic 
or nervous origin; that they acted as an antipruritic agent, and that 
following their use, the resistance of psoriasis to drugs was lessened. 
ox ?° could see no direct benefit from injections of autogenous serum 
alone, but believed that they were of material aid in conjunction with 
local applications. Trimble and Rothwell *' and Willock ** believed auto- 
serotherapy to be of no value either alone or as an adjunct to local 


therapy. In an informal discussion of the subject, Schamberg, Gilchrist 
and Wile '* expressed the opinions that little or no benefit was to be 
derived from this form of treatment. It is of interest that Dr. Schamberg 


6. Luithlen: Veranderungen der Hautreaktion bei Injection von Serum und 
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des Gesamtorganismus durch Injection von Eigenserum, Eigenblut und Natrium 
Nucleinicum, Dermat. Wehnschr. 42:1227, 1913. 
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10. Fox, Howard: Autogenous Serum in the Treatment of Psoriasis, J. A. 
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has since become a warm advocate of the value of autohemic therapy as 
an adjunct to the local therapy of psoriasis. 

Autohemotherapy in Psoriasis: Although perhaps as many as 400 
patients with psoriasis have been given one or more autohemic injec- 
tions during the five-year period included in this study, only 247 cases 
in which the patients had received three or more injections of blood 
were reviewed. While I fully appreciate the difficulty of estimating 
the value of any therapeutic procedure for psoriasis, every effort was 
carefully made to determine whether the injection of the patient’s own 
blood was of any benefit or whether it was just another therapeutic 
gesture, with perhaps some psychic influence. Virtually, all of these 
patients were given nothing in the beginning but a weak ammoniated 
mercury and salicylic acid ointment. It was in a few cases in which 


neorobin or chrysarobin was attempted early in the therapeusis that the 
best clues as to the value of autohemotherapy were found. No atten- 
tion was paid to isolated areas to which roentgen therapy was applied 


TapsL_e 1.—Results of Treatment with Autohemothcrapy in Psoriasis (247 Cases) 


A Cc D E 
Pini kerkscadenaene 68 sO 45 40 8 


\. Marked improvement or clear after three autohemic injections plus mild local therapy 

B. Moderate improvement after three autohemie injections plus mild local therapy. 

C. Slight improvement after three autohemic*injections plus mild local therapy. 

D. No improvement after three autohemic injections plus mild local therapy. 

E. Eruption worse or more widespread after three autohemic injections plus mild local 
therapy. 


except in cases in which x-rays proved ineffective before autohemo- 
therapy and effective after autohemotherapy. 

To appreciate fully the purpose of this therapeutic procedure in 
psoriasis, full realization of the tendency of the disease to periods of 
activity and quiescence is necessary. In a stage of quiescence, psoriasis 
will respond readily to any therapeusis. In a stage of activity, all reme- 
dies either may be without effect or may stimulate the eruption to greater 
activity. My co-workers and I have found that autohemotherapy is the 
procedure most likely to inactivate or reduce to quiescence psoriasis in 
ambulatory cases. 

It will be noted from table 1 that in 199 of the 247 cases there was 
some improvement. A review of a few illustrative cases shows best 
the remarkable results that will be occasionally observed. 


CasE 1.—Mr. O., aged 37, had generalized psoriasis which was not particularly 
inflammatory and not spreading. The patient came from a distant city and 
planned to be under treatment for two weeks. Hoping for a rapid involution of 
the eruption, 1 grain (0.065 Gm.) of neorobin was incorporated in each ounce 

f ointment containing 2 per cent each of ammoniated mercury and salicylic acid. 


The patient appeared the following morning with an intense dermatitis. An 
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autohemic injection was given and repeated on the two successive days, after 
which he was able to tolerate neorobin in its full strength of 5 grains (0.324 Gm.) 
to the ounce. The psoriasis was cleared up entirely within the two weeks’ time. 

Case 2.—Mr. J. showed extensive and active psoriasis. He had been treated 
by a number of dermatologists without benefit, and was under the care of Dr. 
Schamberg and myself for a number of weeks, with ordinary therapeutic pro- 
cedures proving useless. Autohemotherapy was then instituted, and within a 
brief period the eruption disappeared under the same remedies that had previously 
proved ineffectual. Cases similar to this were numerous. 

Case 3.—Mrs. B., aged 21, with a generalized psoriasis, was desirous of being 
free from psoriasis in time for her marriage six weeks later. She had been 
under the care of several dermatologists in one of the largest cities, and all 
therapy had proved ineffectual. She was given an autohemic injection once 
weekly and permitted to continue with the same local applications which she had 
been using (chrysarobin, 25 grains [1.62 Gm.], salicylic acid, 10 grains [0.65 
Gm.], in a petrolatum base). Within six weeks every patch had disappeared. 
She remained free from the eruption until her first pregnancy a year later. 


These cases are illustrative of the occasional brilliant results achieved 
by autohemotherapy in reducing an active psoriasis to quiescence or 


as an adjunct to local therapy. Autohemotherapy alone has no effect 


in causing disappearance of the patches which is in accordance with 
the observations of earlier writers. However, it often will result in the 
disappearance of patches following roentgen or other local therapy, 
which had previously been resistant to all therapy. Admittedly, the 
procedure fails entirely at times and may even fail in the same patient 
a second time, although in some patients I have seen autohemotherapy 
result in quieting an outbreak of the eruption on three or four suc- 
cessive occasions. Because of the resistant character of psoriasis and 
the desire to employ every measure which may prove of value, auto- 
hemotherapy is at the present time a routine measure in the early treat- 
ment in every extensive case of the disease under my care. 

Autohemotherapy in Urticaria: The results obtained in urticaria 
following the use of injections of autogenous blood are often striking 
and leave no doubt as to the occasional value of the procedure, but here 
again failure may be complete and particularly so in cases of nervous 
origin. Obviously, such a therapeutic procedure does not take into con- 
sideration etiology, but I am certain that every dermatologist observes 
cases of chronic urticaria in which the cause is no longer operative but 
in which wheals continue to appear. Animal experimentation has led 
febrant, Antoine and Liegant ** to the belief that autohemotherapy is 
anti-anaphylactic. Furthermore, other studies.have indicated that auto- 
hemotherapy lessens the permeability of the blood vessels. The rationale 
of the procedure in urticaria and in angioneurotic edema is clear. 


14. Hebrant; Antoine, and Liegant: Progressive Medicine, Philadelphia, Lea 
& Febiger, 1925, p. 253. 
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Basing his therapy on the theory that urticarial lesions are antiphylac- 
tic, Schulmann ** used autohemotherapy with good results and advised 
continuation of the treatment for several weeks after the cessation of 
all symptoms. Good results in urticaria and angioneurotic edema are 
reported also by Achard and Flandin.’® They believed that reinjection 
of a patient’s own serum or blood brings about a desensibilization. 


Case 1.—In Mrs. M., aged 35 years, a physician’s wife, urticaria developed 
after she moved into a new home. The patient was tired and considerably under 
par after the ordeal of planning and furnishing a new home. She was advised 
to go to the seashore for a change and complete rest, and was given epinephrine, 
quinine and various other remedies without benefit. She was greatly improved after 
one injection of autogenous blood and was completely cured after several injections, 
with no further return of the hives. Her husband states that he has since cured 
a number of his patients by this method of treatment: 

Case 2.—Mrs. F., aged 29, had urticaria for nine months. Her condition 
had been thoroughly studied in the hospital by an internist. The gallbladder 
was drained, colonic irrigations were done and she dieted strictly without benefit. 


TABLE 2.—Autohemotherapy and Urticaria (49 Cases) 


A B Cc D 


I 6 o50ksécndesccsunsncesee 10 13 11 15 
A. Autohemotherapy resulted in the permanent disappearance of hives. 
. Autohemotherapy plus other therapy resulted in the permanent disappearance of hives. 
. Improved after each autohemic injection but continued to relapse. 
. No benefit. 


Within twenty-four hours following the injection of 10 cc. of her own blood the 
hives entirely disappeared. She was given two subsequent injections, but there 
has never been any return of her urticaria. 


In view of the well known obstinacy of chronic urticaria, I feel that 
any therapeutic procedure that offers possible benefit is worthy of trial. 

Other Dermatoses: Autoserotherapy and autohemotherapy have been 
enthusiastically recommended for a number of other dermatoses. Ull- 
mann and Heuck** used autohemotherapy with good results in the 
treatment of pemphigus, dermatitis herpetiformis and prurigo. Ravaut '* 
observed good results in the treatment of pruriginous dermatoses. 


15. Schulmann, E.: Le traitement autohemotherapique de l’oedeme angioneu- 
rotique, Bull. et mém. Soc. méd. d. hép. de Paris 47:439, 1920; L’auto-hemothera- 
pie en dermatologie, Presse méd. 32:254, 1924. 

16. Achard and Flandin: Traitement de l’urticaria a repetitions de la maladie 
de quincke et de rhume des foins par l’autoserotherapie desensibilatrice, Bull. et 
mém. Soc. méd. d. hép. de Paris 44:723, 1920. 

17. Ullmann and Heuck, quoted by Wein, Salutski and Konigsberg: Die 
Autohemotherapie bei Eigenen kutanen und venerischen Krankheiten, Dermat. 
Wehnschr. 79:1629, 1924. 

18. Ravaut, quoted by Wein, Salutski, and Konigsberg: Dermat. Wehnschr. 
79:1629, 1924. 
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Nicholas, Gaté and Du Pasquier *® found autohemotherapy to be oi 
value in the treatment of prurigo, lichen chronicus (Vidal), eczema and 
dermatitis herpetiformis. Wein, Salutski and Konigsberg reported 
extensively on autohemotherapy and thoroughly covered the literature. 
They reported the disappearance of the eruption in forty-seven patients 
with eczema after an average of six or seven injections; particularly 
good results were observed in weeping eczema. Furunculosis also 
responded favorably. This was also observed by Nicholas, Gaté and 
Du Pasquier, who claimed that the inflammation subsided rapidly, that 
the core was evacuated and that healing was more rapid than normal. 


An unusual use for autohemotherapy was suggested by Sezary,*" 
who claimed that a few intramuscular injections of the patient’s own 
blood would cause ordinary warts to disappear. In view of Bloch’s 
observation on the response of verrucae to suggestion, it is both possibl 
and probable that such response may be due to the psychic effect rather 


than to the blood itself. 

In my own experience, there was a notable failure of response in 
fifteen acute and chronic cases of eczema. There was no effect on the 
eruption, itching did not decrease, and the response to local remedies 
was unchanged. In one patient with idiopathic pruritus there was a 
lessening of the itching within twenty-four hours after an autohemic 
injection and a disappearance of the itching within one week, during 
which time three injections of autogenous blood were made. Furuncu- 
losis failed to respond to autohemic therapy contrary to the results 
reported in France. The pruritis in dermatitis herpetiformis occasion- 
ally was lessened by autohemotherapy but in six cases studied, there 
was no effect on the eruption. 

Milk Proteins, Nonspecific Vaccines and Turpentine -—Many non- 
specific agents other than blood or blood serum have been recommended 
and used in the treatment of innumerable dermatoses. Dermatologists 
have been chiefly interested in milk or various refinements of milk, bac- 
terial vaccines employed as nonspecific methods, and injections of tur- 
pentine. 

Milk: The intramuscular injection of milk was introduced by 
Schmidt and by Sax] in 1916.** Apparently, its first use in dermatology 
was by Dziembowski,?* who employed it in staphylococcic and strepto- 

19. Nicholas, Gaté and Du Pasquier: L’autohémotherapie dans les derma 
toses, J. de méd. de Lyon 5:291, 1924. 

20. Sezary: Traitement des verrues par l’autohémotherapie, Bull. Soc. franc. 
de dermat. et syph. 35:839, 1928. 

21. Schmidt and Saxl, quoted by Petersen: Protein Therapy and Non-specific 
Resistance, New York, The Macmillan Company, 1922, p. 231. 

22. Dziembowski: Ueber den therapeutischen Wert parenteraler Milchzufuhr, 


Med. Klin. 12:1174, 1916. 
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coccic infections, in psoriasis and in actinomycosis. Three patients with 
the last named infection were treated with excellent results. 

The patients in one hundred and seventy-five cases of trichophyton 
infection were treated with injections of milk by Reese,?* who reported 
cures in about three weeks after an average of three injections. Similar 
results in trichophytosis were reported by Antoni.** Kraus * reported 
unusually good results with this treatment in various infections of the 
skin, such as ringworm, erysipelas and actinomycosis. Weirauk ** used 
injections of milk in the treatment of twenty-six patients with carbuncu- 
losis with ten resulting in complete subsidence ; ten others required only 


simple incision; in only six was a wide incision necessary. O'Leary 


was able to accomplish little in the treatment of patients with carbuncles 
or furuncles with nonspecific therapy. A few years ago Dr. Green- 
baum and I ** were able to show that nonspecific therapy was able to 
exert a definite influence on the course of syphilis as regards both the 


Tape 3.—Effect of Milk 


Average 

Number Number 
Disease Cases Cured Improved No Benefit Worse Injections 
4 ree 37 6 20 { 0 2 
Carbuncles.......... Ss l 3 0 1 
18 0 2 
0 } 3 0 
5 0 


9 


2 6 


” 


PUisccbccsecae 2% 0 


cutaneous manifestations and the Wassermann reaction. ‘The literature 
of the past ten years is replete with reports on the effects of malaria 
and other forms of nonspecific therapy in cases of late syphilis, particu- 
larly paresis. 

Author's Results Following the Use of Milk and Modifications of 
\Jilk.—Boiled skimmed milk and various modifications of milk and pro- 
prietary milk preparations were used in the treatment of a number of 
dermatoses. Boiled skimmed milk is not recommended except in excep- 
tional cases, as the reaction produced is severe. Perhaps the most satis- 


23. Reese: Zur Aolanbehandlung der Hautpilzerkrankungen, Miinchen. med 
Wehnschr. 66:747, 1919. 
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parasiterer Hauterkrankungen, Dermat. Wchnschr. 67:857, 1918. 
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tain Diseases of the Skin and Syphilis, Ohio State M. J. 22:305, 1926. 

27. Greenbaum, Sigmund; and Wright, C. S.: Effects of Non-specific Therapy 
in Syphilis, Arch. Dermat. & Syph. 10:551 (Nov.) 1924; Non-specific Therapy 

Syphilis, ibid. 12:858 (Dec.) 1925. 
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factory modification is a casein preparation consisting of about 5 per 
cent of casein in distilled water. 

Furunculosis and Carbunculosis: One or a number of boils will 
often disappear rapidly after one or two injections of a milk preparation, 
but recurrence is the rule. In other words, while there is a temporary 
increase in leukocytes and perhaps a slight rise in temperature with 
resulting benefit in infections, the effect is only temporary and rarely 
suffices to cure permanently. This also holds true in carbunculosis. I 
have seen a huge carbuncle on the neck posteriorly melt away in forty- 
eight hours after an injection of 5 cc. of a milk product, but a new 
carbuncle appeared a week later. I have seen a fulminating infection 
of the upper lip disappear within forty-eight hours after this treatment 
and not recur, a case in which I felt that the treatment had been 
invaluable. Injections of milk are indicated in cases of furunculosis 
and carbunculosis but should be accompanied or followed by general 
treatment and vaccine therapy to prevent recurrence. 

Acne: Deep seated pustular acne as a rule responds no better to 
injections of milk than to stock vaccines, which is little indeed, and the 
slight benefits sometimes observed are only temporary. Roentgen ther- 
apy was required in every case of acne in which nonspecific therapy was 
attempted before a good result was finally obtained. In a case in which 
the condition is proving resistant to roentgen and other therapy, intra- 
muscular injections of milk will occasionally hasten the disappearance 
of the lesions and should be tried. 

Eczema: The results of all methods of nonspecific therapy in 
eczema have been disappointing. In two cases I have noted an imme- 
diate and prompt improvement within twenty-four hours after an injec- 
tion of milk with complete relapse before a week passed. There is often 
a marked lessening of pruritus. Injections of milk may prove useful 
as adjunctive treatment in obstinate cases and cases with persistent 
itching. 

Pruritus: In a few cases of idiopathic generalized pruritus one or 
more intramuscular injections of a milk product have in my experience 
resulted in complete disappearance of the itching. In other cases there 
was a marked improvement for from twenty-four to forty-eight hours, 
then a relapse. The protein shock with accompanying fever is evidently 
responsible for the improvement in these cases. In fact, there seems 
to be a definite relationship between the height of the fever and the 
lessening of the pruritus. 

Psoriasis: In psoriasis, injections have rarely proved of any value. 
It would seem reasonable that the more severe reaction caused by the 
milk would result in a greater benefit than the mere intramuscular injec- 


tion of the patient’s own blood, but such is definitely not the case. In 
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only a few cases did injections of milk seem to influence the course of 


the disease or its response to other therapy. They should be used only 
as a last resort in stubborn cases. 

Vaccines (Nonspecific) —The use of bacterial vaccines for nonspe- 
cific stimulation in dermatology apparently dates back to the studies of 
Engmann and McGarry,** who used typhoid vaccine in the treatment 
of a variety of skin diseases, particularly psoriasis. Scully ** reported 
less satisfactory results, but recently Hazen *® again advocated the 
method, although using typhoid-paratyphoid vaccine, and reported excel- 
lent results in 7,190 of the cases in which treatment was given. Hazen 
used intravenous doses of from 25,000,000 to 50,000,000—sufficient 
to cause a distinct reaction. This therapeutic procedure is of distinct 
value in the treatment of patients with a stubborn condition, but requires 
hospitalization of the patient. From 75,000,000 to 500,000,000 organ- 
isms are injected intravenously, and during the height of the fever, a 
2 per cent chrysarobin ointment is applied locally. I have seen a wide- 
spread and active eruption clear up entirely in one week following this 
procedure. However, it is not to be recommended for everyday use. 

Streptococcus Fecalis-Bacillus Coli Vaccine: Murray’s excellent 
results in the use of Streptococcus fecalis-Bacillus coli vaccines in the 
treatment of patients with pruritus vulvae and pruritus ani led to a study 
of the effects of this vaccine in general pruritus, thence to its effect in 
cases of psoriasis in an active stage, particularly when accompanied by 
severe itching, and finally to a study of its effects in general in psoriasis. 
That the vaccine exerts a remarkable beneficial action in certain cases 
of pruritus of the genitalia or anus is not to be doubted, but it is fur- 
thermore possible that its action in such cases is specific rather than non- 
specific. 

Psoriasis: Fifty-three cases of psoriasis in which this vaccine was 
used as a nonspecific therapeutic procedure were reviewed. The same 
criteria were applied as in the study of the effects of autohemotherapy 
in psoriasis. An attempt was made to determine whether the activity 
of the disease was reduced and whether the response to treatment was 
increased. The vaccine was administered weekly beginning with 1 
minim (0.06 cc.) injected subcutaneously and increasing 2 minims (0.12 
cc.) with each injection with usually some general effects such as slight 
to moderate rise in temperature, and a general feeling of malaise for 


28. Engmann, M. F., and McGarry, R. A.: Treatment of Certain Diseases 
of the Skin by the Intravenous Injections of Foreign Protein, J. A. M. A. 67: 
1741 (Dec. 9) 1916. 

29. Scully, Francis J.: Intravenous Foreign Protein Treatment of Psoriasis, 
J. A. M. A. 69:1684 (Nov. 17) 1917. 

30. Hazen, H. H.: Therapeutic Results in Psoriasis, South. M. J. 22:932, 
1929 
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twenty-four hours. In other words, the effects were similar to those 
produced by typhoid vaccine injected intravenously but much milder. 
In eight cases there was a decided lessening in the activity of the erup- 
tion with marked response to local treatment after the initial injection. 
In fifteen cases there was a disappearance of the eruption within six 
weeks with the use of comparatively simple adjunctive therapy (simple 
ointments not incorporating chrysarobin or its derivatives). In twenty- 
seven of the remaining thirty cases, the psoriasis followed very much 
the same course as though the vaccine had not been used, improving 
but requiring neorobin or chrysarobin ointments to clear up the patches. 
In these cases it was impossible to ascertain whether the vaccine had 
been definitely useful. In only three cases did a psoriasis continue to 
spread following the employment of this vaccine. Streptococcus fecalis- 
Bacillus coli vaccine is not so valuable as autohemotherapy as an adjunct 
to the treatment of psoriasis but may be resorted to in stubborn cases 
or in cases in which the condition does not respond to autohemotherapy 
plus local measures. 

Turpentine —Intramuscular injections of turpentine were first intro- 
duced by Klingmuller *' in the treatment of inflammatory conditions 
and suppurations. The method consisted in the injection of 4 drops of 


20 per cent turpentine dissolved in olive oil, at three day intervals. 
Klingmuller reported good results in the treatment of trichophyton 
infections, acne, acute dermatitis, eczema, arsphenamine dermatitis, and 


focal reactions in lupus vulgaris with this treatment. The literature on 
the use of injections of turpentine in dermatology was thoroughly 
reviewed by Levin and Rose,*? who, as a result of their own experience, 
recommended their use in the treatment of pyogenic infections and tinea 
barbae. They recommended a dose of from 0.5 to 1 cc. of a 15 per cent 
solution of rectified turpentine in sterile olive oil, to be injected intra- 
muscularly. 

[ am including this brief review of the subject, for, in examining our 
case records, I was surprised to find that the conditions in two patients 
with stubborn sycosis vulgaris who had received two injections each of 
the solution of turpentine recommended by Levin and Rose, had cleared 
up completely, and that now, seven years later, the patients are com- 
pletely well. Furthermore, one patient with lupus erythematosus 
improved remarkably. Other than a few cases of acne which failed to 
respond to this form of therapy, no further use was made of turpentine 
at the time, due to the considerable local pain produced by its applica- 


31. Klingmuller: Ueber die Wirkung von Turpentin— Einspritzungen auf 
Eiterungen und Entziindungen, Miinchen. med. Wehnschr. 33:1294, 1918. 

32. Levin, O. L., and Rose, E.: Intramuscular Injection of Turpentine in the 
Treatment of Diseases of the Skin, Arch. Dermat. & Syph. 6:584 (Nov.) 1922. 
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ion which made its general use difficult in private practice. After 
reviewing the literature on the subject, in the light of the results obtained 
in these two cases of sycosis vulgaris and the ordinarily stubborn nature 
of this condition, I believe that it is worthy of further trial. Recently, 
Czibor ** used injections of turpentine as a desensitizing agent in the 
treatment of industrial eczemas with good results. 


SUMMARY 

Nonspecific therapy is of definite value in the treatment of a number 
of diseases of the skin. 

Autohemotherapy may prove of distinct value in the treatment of 
psoriasis, as an adjunct to local therapy, and in lessening the activity 
of the eruption; it is often a distinct aid in the treatment of patients 
with chronic urticaria. 

Milk preparations are of value for the immediate treatment of fur- 
unculosis and carbunculosis. Pruritus of idiopathic origin or severe 
pruritus accompanying a dermatosis may in some instances be quickly 
and effectively relieved by the intramuscular injection of a milk protein. 
In eczema, acne and psoriasis, milk preparations have proved disap- 
pointing. 

Nonspecific vaccine therapy is of some value in the treatment of 
psoriasis. The use of a Streptococcus fecalis-Bacillus coli vaccine is 
recommended for office use when a mild nonspecific action is desired in 
psoriasis. 

Injections of turpentine have proved of value in the treatment of 
trichophyton infections and certain bacterial infections. 


ABSTRACT OF DISCUSSION 

Dr. Howarp Fox, New York: Shortly after the publication of Gottheil and 
Satenstein’s article on autoserum therapy, I tried out the method in an enthusiastic 
manner in psoriasis. I came to the conclusion that it was a useful adjunct to 
treatment with chrysarobin, though in itself having no curative effect. My 
nthusiasm was dampened, however, by the negative results obtained by some who 
followed. It is interesting to know that so good a student of psoriasis as Scham- 
berg considers it of value in lessening the acuteness of an attack. In another 
publication I mentioned the use of injection of whole blood (autohemotherapy or 
heterohemotherapy) in some cases of Duhring’s disease, with encouraging results. 
Ormsby, in his textbook, states that autoserum therapy has been of distinct value 

many cases of Duhring’s disease. 

Dr. Joun H. Stokes, Philadelphia: We are learning to expect these carefully 
prepared contributions with complete reviews of the literature from Dr. Wright, 
nd they are valuable. I have been interested in autohemotherapy for some time 
ind have gone through several changes of opinion in regard to it. In the process of 


33. Czibor: Quoted in abstract in Budapest letter, J. A. M. A. 94:807 (March 
1930, 
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currying the literature last winter, we ran across one or two effects of auto- 
hemotherapy which confirmed an impression that I received a number of years 
ago. I tried the plan of drawing as much as 200 cc. of blood at a time and dis- 
charging it into the sink instead of reinjecting the serum. The effect was decidedly 
good. Venesection is, of course, not a recognized dermatologic procedure. In 
reviewing the literature, however, it appears that the mere drawing of blood from 
a vein has a marked effect on the blood sugar, and even a series of small speci- 
mens drawn at intervals of fifteen minutes produces serial successive drops which 
may in part explain the value of the “sink modification” of autohemotherapy. | 
can bear out what Dr. Wright has said regarding the reported leukocytosis in 
autohemotherapy. We have carefully examined a number of cases without finding 
any evidence of leukocytosis. I am also glad to bear out Dr. Wright on the 
significance of suggestion in these cases. In the urticarias the striking thera- 
peutic result from a single injection of the patient’s whole blood, I suspect, is 
an act of God rather than of anything else. 

Dr. GEoRGE M. MacKere, New York: There is no doubt of the value of 
nonspecific protein therapy. To mention but one disease, psoriasis. We all have 
encountered therapeutic-fast cases of psoriasis which cannot be modified by any 
of the conventional therapeutic measures. <A series of injections with almost any 
protein therapy, particularly injections of whole blood, may cause improvement. 
More commonly, there is no visible change until some treatment, already proved 
inefhicacious, is again used—chrysarobin or the roentgen ray—when it is found 
that the eruption will clear up with an astonishingly small amount of treatment 
In the past a number of investigators have found a fuhgus or other substance in 
the scales of psoriasis, which when injected into the patient was followed by 
improvement. The result, unless spontaneous, was probably due to nonspecific 


protein therapy. Very likely, many instances of supposed specific protein thera 
peutic results are due to protein shock or nonspecific protein effect. It is often 


dificult to make the differentiation. 

Dr. JosEpH V. KLAuDER, Philadelphia: It has been shown in experimental 
studies of Luithlen and of Brown and myself that foreign protein therapy 
decreases the irritability of the skin. It would appear from the evidence at 
hand that this is accomplished by changing the calcium-potassium ratio in the skin. 

There are a number of practical points in the employment of foreign protein 
therapy worthy of discussion. Are clinical results better following the use of 
ordinary boiled milk, injected intramuscularly, which produces a constitutional 
reaction, than those obtained following the injection of a preparation of milk 
that does not produce such reaction? Is the intramuscular injection of the 
patient’s whole blood that is clotted more desirable than injection before clotting 
has taken place? Another important point concerns the frequency of injections. 
The patient’s own blood is injected by some investigators every day, and by 
others, at weekly intervals. 

Dr. Oviver S. Ormssy, Chicago: I wish to emphasize a point regarding 
technic. We have used this treatment for psoriasis for fifteen years, and I am 
convinced that it is of value. One thing that convinces us is that a number of 
patients have returned at intervals of two or three years and demanded that the 
treatment be repeated, which is evidence of its value. 

It has been suggested that the treatment might be carried out with greater 
ease by removing the blood and reinjecting it immediately intramuscularly. Our 
results with that procedure were not as good as those with the original technic 
which means that we remove the blood, allow it to coagulate, decant it and 
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reinject the serum intravenously after a few hours. I think there is no doubt 
that the results from this technic are superior to those from other methods. 

Dr. Harry E. ALpDERSON, San Francisco: I wish to ask about the possible 
effects of turpentine on the kidneys. We have been using this preparation success- 
fully for some time. 

Dr. CARROLL S. Wricut, Philadelphia: As Dr. Fox stated, I have felt 
for a long time that the only effects one could get from autohemotherapy were 
from its use as an adjunct. It does not cure by itself. Personally, I would be 
very glad to find that Dr. Stokes’ method of removing the blood and emptying 
it into the sink would be as effective, for it is the intramuscular injection into 
the buttock that the patients dread. They object to this as a procedure, but, as 
Dr. Ormsby brought out, many of them return and ask to have the treatment 
repeated because they respond better to local remedies afterward. As to Dr. 
Ormsby’s statement regarding the technic, perhaps he is right, but we have felt 
from studying both methods that we obtained virtually the same effects from 
one as from the other. Following the use of intravenous reinjection there may 
be more reaction, which may account for occasional better results. 

I did not take up the question of turpentine in my brief talk, but, following 
the publication of Levin and Rose in 1922, we used it largely and then dropped 
it because of the local pain produced. Either patients would not return or they 
complained bitterly of the pain. I would be very glad to know of something 
that would eliminate the pain, for I think that injections of turpentine have 
some value. On looking over our records, I found two cases of sycosis coccy- 
genica in which entire relief was obtained by this therapy. I followed up these 
cases after several years and found that neither of the patients had ever had a 
relapse. 


CORRECTION 


Through inadvertence, the following footnote was omitted from the publication 
of the paper by Dr. John H. Stokes, entitled, “The Effect on the Skin of Emotional 
and Nervous States: II. Masochism and Other Sex Complexes in the Back- 
ground of Neurogenous Dermatitis,’ in the November issue of the ARCHIVES 
OF DERMATOLOGY (22:803, 1930): 


“IT am greatly indebted to Dr. Harry C. Solomon of the Boston State Psycho- 
pathic Hospital for the reading of this manuscript before publication, and for 


several valuable suggestions.” 
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NEW YORK 


Lhe biochemical studies of the fungous infections of the feet and 
hands which we present in this preliminary report were under- 
taken to shed, if possible, some light on the chronicity and relapses in 
this type of disease. The mycologic studies of Sabouraud, Weidman, 
Williams and many others have made us familiar with the different 
varieties of fungi affecting man, while the immunologic investigations 
of Jadassohn, Bloch and others have acquainted us with the reactions 
of the organism to this type of infection. The conception of dermato- 
phytosis, therefore, has expanded during the past few years, and 
cutaneous diseases formerly unclassified or ill defined are now readily 
recognized as belonging to this group of mycotic diseases. 

Dermatophytosis of the feet and hands is unquestionably more 


prevalent than in former years, and its cure presents a real problem 
in dermatology. Furthermore, it is assuming importance from an 


economic standpoint, for many persons affected with this disease 
suffer from loss of time from work and financial gain. In some instances, 
in which the patient’s work requires contact with chemicals or irritating 
substances, a change of occupation becomes obligatory because of the 
added insult to a vulnerable skin. The disease also calls for con- 
sideration because of compensation claims made by infected persons 
who infer, naturally, that their occupation is the etiologic factor. 

The manifestations of dermatophytosis of the feet and hands range 
from a limited patch of a few vesicles to a rapidly spreading eruption 
of the palms, soles and trunk, sometimes incapacitating the patient in 
a few days. In many of these cases the resistance to therapy of all 
types is well known. Frequently, after transient alleviation, renewed 
and intense outbreaks take place, often with generalized trichophytids. 
This results in invalidism over a period of weeks or months. 


* Submitted for publication, March 1, 1930, 

* Read at the Fifty-Third Annual Meeting of the American Dermatological 
Association, Cleveland, June 20, 1930 

*From the Department of Dermatology and Syphilology, New York Post- 
Graduate Medical School and Hospital. 
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The question of relapse led us to assume that the contributing 


factor may be a disturbance in the individual organism. This view 
was strengthened by the observation that in large families only one 
member may be affected though the hygienic conditions favor wide- 


spread contagion. 
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Chart 1.—Normal lecithin. 
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Chart 2.—Lecithin in dermatophytosis. 

We began this investigation with the study of the lecithin and 
cholesterol content of the blood. Repeated analyses were made to 
determine whether there were fluctuations during the different periods 


of the infection. 
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In each case a microscopic examination and culture were made, but 
many of the results were negative, as the patients had been treated 
elsewhere with ointments and various antiseptics. They are included, 
however, because of the typical clinical appearance, namely, vesicular, 
scaling, erythematous, sharply outlined areas, and the history of recurrent 
attacks. 

The analytic methods employed need not be reiterated here. Our 
plan for selection of patients followed that outlined in previous pub- 
lications.2, Thus far eighty cases have been studied. 


TABLE 1—Summary of Lecithin and Cholesterol Content of Whole Blood in 
Dermato phytosis 


Average Average 
“Lecithin,” Cholesterol, 
Number Mg. per 
of 100 Ce. of 
Cases Whole Blood 


Sealy lesions of feet only.............. 187 131 
Sealy lesions of hands only...... 3 201-+11 164+19 
Vesicular and scaly iesions of tr 204-+-17 1674-25 
Sealy lesions of hands and feet.................... { 206 157 
Vesicular lesions of hands only 8 208+21 179+-30 
Vesicular and sealy lesions of hands only 2 210-+24 170-+27 
Vesicular and sealy lesions of feet only ae 290-+-38 176+27 
Vesicular and scaly lesions of hands and feet.... { 219+-31 159-+-23 
Series in toto 213-+28 167+25 


TaBLeE 2.—Gradation in the Lecithin Content of Whole Blood in Dermatophytosis 


Lecithin, Mg 
per i100 Ce. of Number Percentage 
Whole Blood of Cases of Total 


en eaacnads Seis id's 197+15 49 
Dermatophytosis....... ban 213-+-28 80 
Pca btsccneeteseses , bei 197—15 9 
Within range... eres ~~ Pioknn 197+-15 35 
Above range.... , ; 36 


Table 1 gives a summary of the results obtained. The average 
values for lecithin range from 187 to 225 + 44 mg. per hundred cubic 
centimeters of whole blood. For cholesterol, the average values ranged 
from 131 to 180+ 27 mg. per hundred cubic centimeters of whole 
blood. An interesting point is brought out in table 2. Only 11 per 
cent of the cases have lecithin values below 197—15 (the low normal 
level), while 45 per cent of the cases fall above the high normal value 


1. Krasnow, Frances; and Rosen, A. S.: Proc. Soc. Exper. Biol. & Med. 26: 
67, 1928; J. Lab. & Clin. Med. 14:967, 1929. 

2. Rosen, Isadore; and Krasnow, Frances: Cholesterol Studies in Syphilis, 
Arch. Dermat. & Syph. 20:75 (July) 1929; Lecithin Studies in Syphilis, ibid. 20: 
171 (Aug.) 1929. 
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of 197+15. This relation may be seen graphically if the frequency 
curve for normal lecithin (chart 1) is superimposed on the fre- 
quency curve for lecithin in dermatophytosis (chart 2). Two thirds of 
the curve extends beyond 197, and one-half is beyond 212. 
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Chart 3—Normal cholesterol. 
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Chart 4.—Cholesterol in dermatophytosis. 


With cholesterol the grouping is different (table 3). Twenty per 
cent of the values are below 171—16 and 25 per cent are above 


171+-16. There is, therefore, an even distribution among the cases 


showing very low cholesterol and among those showing very high 
cholesterol. Superimposing chart 3 on chart 4, one finds that the 


frequency curve for dermatophytosis extends an equal distance on either 


side of the curve for normal cholesterol. 
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TABLE 3.—Gradation in the Cholesterol Content of Whole Blood in 
Dermatophytosis 


Cholesterol, Mg. 

per 100 Ce. of Number Percentay 

Whole Blood of Cases of Total 
Normal. ; ; ; 171+16 eo 
Dermatophytosis.. . 167+-25 78 
Below range.. oma 171—16 16 
Within range 171+16 42 
Above range. 171+16 20 


TABLE 4.—NVormal Cases (Medical Students) 


Lecithin, Cholesterol, 
Mg. per Mg. per 
100 Ce. 100 Ce Tricho 
of Whole of Whole phytir 
Blood Blood Test 
177 155 Negative 
190 145 
220 14: Small vesicles 
11! Many papules, erythe: 
14 Some isolated papules, 
erythema 
Marked erythema, 
papules 


Vesicles, slight eryther 
Heavy erythema, many 
papules 


Occasional papules, slig! 
erythema 


Negat 


Negati 
Negati 
: Many papules, some ves 
cles, erythema 
+4 Heavy reaction 
Negati 
Negati 


Negati 


conclusion, then, it is interesting to note the general tendenc’ 


igh lecithin content of whole blood in patients suffering from 


yphytosis. 
ADDITIONAL DATA 


Since the preceding data were offered for publication, we have had 
opportunity to study sixty-one additional cases. 
In carrying out the oxidations of the lecithin extracted from th« 


blood in this series, a temperature of from 70 to 75 C. was used instead 
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of the 85 to 95 C. range originally recommended. It was necessary, 
therefore, to obtain a “normal” value on which to base our observations 
for dermatophytosis. We attempted this and thus far have accumulated 
twenty-seven cases (medical students). In table 4 it can be noted that 


TasLe 5.—Gradation in the Lecithin Content of Whole Blood in Dermatophytosis * 


Lecithin, Number Percentage 
Mg. per 100 Ce. of of of 
Whole Blood Cases Total 
242 22 27 
264 23 61 
0 


Norma@hiccsccces .- 
Dermatophytosis..... : 
Below range.... ; os atk 242 
Within range..... ; ae Pear ar 242 22 37 
Above range 242 22 24 


See table 2. 
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Chart 5.—Lecithin in dermatophytosis (see chart 1). 


some of these students gave positive reactions to trichophytin, Because 
no correlation was obtained between the lecithin content and the reac- 
tion, we cannot at present venture any deductions. It is interesting to 
note, however, the remarkable frequency of the “takes.” The average 
lecithin content for this group of so-called normal subjects is 242 + 22 
(table 4). 

A summary is also given of observations on the sixty-one additional 
cases of dermatophytosis. We noted that: (1) the average lecithin 
content of whole blood from these patients was 264 + 23; (2) none of 
them fell below the low “normal” (242-22) ; (3) 60 per cent fell within 
the normal range (242 + 22), and (4) 40 per cent of the values lay 
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Chart 6.—Cholesterol in dermatophytosis (see chart 2 
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Taste 7.—Psoriasis (Eleven Cases) 
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above the high normal of 242-22. These results check the first 
set favorably. Forty per cent, as compared with 45 per cent (pre- 
viously found), of the patients suffering from the disease have 
lecithinemia. Chart 5 merely represents the observations in another 
way. It shows that the frequency of the higher values for lecithin far 
exceeds that of the lower ones. 

For the results with cholesterol, the trend in the second series is 
the same as that of the first (table 6). The number of cases below the 
low normal practically equals the number above the high normal, the 
difference being only 5 per cent. However, this difference is exactly 
that obtained in our series of eighty cases. Chart 6 shows almost an 
even distribution of the frequency of cases on either side of the peak. 

For the sake of comparison, a series of eleven cases of psoriasis is 
presented. The values for lecithin, as well as those for cholesterol, are 
normal (table 7). 


ABSTRACT OF DISCUSSION 


Dr. SIGMUND POoL.iTzER, New York: I should like the essayists to give a 
brief summary of their conclusions. 

Dr. ISADORE ROsEN, New York: In this preliminary report we did not draw 
any conclusions. I tried to call attention to the fact that in cases of dermatophy- 
tosis we have found cholesteranemia, but we are not yet ready to draw any con- 
clusions; we may, perhaps, in another year. 

Dr. WALTER J. H1GHMAN, New York: I do not know but that it is gratuitous 
to try to discuss a paper without knowing what the investigators had in mind, but 
I assume that in undertaking biologic work of this type the purpose as to why 
persons get an infection of the type Dr. Rosen has under consideration was to 
place the blame somewhere. It seems to me that he wants to find out whether 
or not there is a relationship between the susceptibility of the patient to the 
disease and the chemical determinations. In other words, any attempt to explain 
susceptibility should be welcomed with enthusiasm by those of us who are interested 
in the subject, and I fancy that a corrollary of this work would be an attempt to 
demonstrate whether or not there is a relationship between cholesteranemia, 
lecithinemia and susceptibility to dermatophytosis. Three things are possible. 
There is a relationship, there is not a relationship or susceptibility exists regard- 
less of the observations. In an analysis of the figures regarding lecithin, 55 per 
cent are found to be below the average and 45 per cent above. In relation to 
cholesterol, 75 per cent are below the range and 25 per cent are above. This 
indicates to me that the conditions found in the blood in connection with cholesterol 
and lecithin have no relation, or only an indefinite relation, to susceptibility, and 
that in some cases of dermatophytosis there is a high percentage of lecithin or 
cholesterol, and in some there is not. 

I think perhaps the lesson is that a high content of cholesterol or lecithin is 
no guard against dermatophytosis. This work is of value, and when the figures 
are either improved or substantiated we shall find out one or two things that may 
be valuable—that in certain cases a raised content of cholesterol in the blood has 
some bearing on the condition and in others it has not. What the therapeutic 
application thereof would be is another matter. The first consideration would be 
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to regulate the therapy according to the observations. I cannot see what diet 
would do in connection with these infections, but this kind of study is of distinct 
value, and approached with the conservatism which I am sure Dr. Rosen would 
exercise I think that we should be grateful to him fot bringing it to our attention. 

Dr. Frep Wise, New York: Dr. Rosen’s work represents an enormous 
amount of time and labor in clinical and laboratory work which cannot be reflected 
in this fifteen minute presentation. One interesting point that he brought out is 
the occurrence in connection with his chemical investigations of eleven cases of 
typical psoriasis in which the chemical determinations for cholesterol and lecithin 
were normal. As so many adult patients in New York are afflicted with ringworm 
of the feet, it might be of interest to investigate a similar series of psoriatic 
patients who also have dermatophytosis of the feet, and to compare the lecithin and 
cholesterol determinations with those in patients whose only skin disease is 
dermatophytosis. I am sure that Dr. Rosen will keep on with this work for 
another year, or possibly longer, and will bring out further points of interest in 
the chemical alterations in the blood in diseases of the skin. 

Dr. SAMUEL Ayres, JR., Los Angeles: I am interested to know what 
particular fact led to the investigation of lecithin in connection with derma- 
tophytosis. Was there a particular lead, or was this just one of a series of points 
to be investigated to cover, if possible, the entire ground? 

Dr. ISADORE RosEN, New York: The questions are pertinent, it is logical 
to ask why cholesterol and lecithin were chosen for these studies. We have 
specialized in the study of the lipins in dermatologic conditions for the past five 
years; they are interesting from an immunologic standpoint. We reported on their 
presence in syphilis some years ago. In a number of patients with primary and 


secondary syphilis, some with negative and some with positive Wassermann reac- 
tions, we found a very low cholesterol content in the blood. As the infection 
became generalized, or after the patients were treated, the values increased in a few 
weeks from a low to within a normal range. These results suggested that the 
lipins play a réle in immunity, and it occurred to us that their study in derma- 
tophytosis might throw some light on the persistence and recurrences of these 


infections. 

A few weeks ago we had under observation a patient with the dermatitis 
repens type of dermatophytosis of the sole with a marked lymphangitis extending 
up the leg and an enlarged inguinal gland. Examination of the blood showed a 
low cholesterol and lecithin content. Under local treatment with wet dressings, 
the lymphangitis and the gland were rapidly reduced, and the dermatophytosis 
improved. A week later the blood revealed practically normal lecithin and 
cholesterol determinations. 

As yet we have arrived at no definite conclusions. We shall continue this 
work, and perhaps in another year we may have something more definite to offer. 
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career, the father ended by leading him to the door, thrusting a fifty 
kreutzer note (then the equivalent of our quarter of a dollar) into his 
hand, and bidding him to study elsewhere. His small fortune being 
soon exhausted, he was compelled to work his way to Budapest. 
where he found employment as cashier in a small restaurant. That city 
then boasted of but one secondary school, which was under Catholic 
direction. Being a Jew, young Gruby was at that time ineligible for 
admission to its classes. In spite of this, he went there during the 
classes and listened outside the doors. One of the priests soon noticed 
this eagerness for knowledge and admitted David to the institution on 
his own responsibility. He proved to be an excellent scholar and was 
soon permitted to tutor children belonging to the wealthy families, 
which provided him with some of the funds required for the completion 
of his own studies. Following the completion of the necessary pre- 
medical work, Gruby matriculated in the well known Medical School 
of the Vienna University. Rokitansky was the shining light there, and 
his courses in pathologic anatomy were most popular. Gruby studied 
under him as well as with Joseph Berres, who was professor of anatomy. 
Gruby was particularly interested in chemistry, anatomy and physiology. 
Later, he devoted much time to ophthalmology. Having finished these 
courses, he was appointed a student assistant at the demand of Watman, 
one of his teachers. In 1839, Gruby received the doctorate in medicine 
as well as the title of doctor of ophthalmology. His thesis dealt with 
the influence of water on the animal economy. After graduation, he 
began the teaching of both anatomy and physiology, and a little later 
he also gave courses in the diseases of the eve. During that same 
ear, 1839, Gruby wrote the first portion of a book which was to be 
entitled “Observationes microscopicae, ad morphologiam pathologicam.” 
The part of the proposed work which he finished bore the title “Morpho- 
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logia fluidorum pathologicorum.” He thus attracted the attention of the 
Vienna medical faculty which tendered him a professorship on condition 
that he be baptized. This he refused to do. Soon thereafter he leit 
Vienna and went to England, where his stay was short. Toward the 
end of 1840, he went to Paris where the rest of his life was largely 
spent. Eight years later, he became a French subject, and in 1854, he 
was authorized to practice medicine in his adopted country. He was 
very fond of it, but did not neglect Hungary. During his first few 
years in France, Gruby was most active in research work as well as in 
private teaching, but after being licensed to practice, he lost interest 
in his earlier hobbies and took up meteorology. He even founded and 
endowed an observatory on Montmartre, which served as a French 
observation post during the siege of Paris in 1871. In spite of his 
many activities on behalf of France, he did not receive the Legion of 
Honor until 1890. A recluse during his latter years, Gruby was found 
dead in bed, Nov. 14, 1898. 

Gruby’s first published work was written in excellent Latin and 
dedicated to his favorite teachers, Rokitansky and Berres. It dealt with 
the pathologic anatomy of the liquids. The second section was to be 
devoted to the pathologic anatomy of the solids. In the first part, 
Gruby studied normal and pathologic mucus, lochiae, mucus from cases 
of diarrhea, sputum, gonorrheal pus, the contents of smallpox pustules, 
etc. Blanchard, in his comprehensive obituary of Gruby, said that while 
it represented most assiduous labor, it was after all of little importance. 
Gruby’s studies in Paris were very different. Soon after arriving there, 
he attached himself to the service of Dr. Baron in the Foundling’s Hos- 
pital, and, according to Blanchard, most of the material for his epoch- 
making researches was obtained there. The first one was devoted to a 
study of favus and its parasite. It appeared on July 5, 1841, and like 
his other studies, was presented before the Academy of Sciences. 
Gruby announced that favus was due to a vegetable parasite which he 
called the porrigophyte, because Willan had referred to favus as 
porrigo favosa. Gruby next studied thrush, which he concluded was 
also due to a vegetable organism which he named aphthophyte. This 
report was submitted in 1842, after almost a year’s work. During the 
next three years, he made three striking contributions, viz.: (1) the 
discovery of the parasite in ringworm of the beard, which he termed 
the mentagrophyte, (2) the finding of Microsporon, which Gruby chris- 
tened Microsporon audouinii in honor of the celebrated botanist of 
that name, and lastly (3) the discovery of Trichophyton endothrix. 
After the latter, Gruby lost interest in the fungi and did not even deign 
to defend his researches against criticism. They were vigorously 
assailed by not a few, among them Cazenave, who in 1850 announced 
that Gruby’s parasites were merely illusions. Bazin and Hardy were 
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among the first to embrace the ideas of Gruby, but the former confused 
the question by claiming that Microsporon was responsible for the 


causation of alopecia areata. 

It is of interest to quote briefly from Sabouraud regarding the 
contributions of Gruby. In “Les Teignes,’” he stated, “Gruby is the 
man who discovered the mycotic origin of all the ringworms affecting 
man.” Ti his opinion, Gruby gave a good description of the crust of 
favus. He also stated that the depressions found under the crusts 
were only present in well marked cases and that the mouse-like odor 
was not of diagnostic value. He said Gruby gave an excellent descrip- 
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tion of Microsporon, but he neglected to mention its incidence among 
children. In this connection, he stated, ‘Nevertheless, even with its 
omissions and slight errors that memoir remains a marvel of veracity 
and of precision, it is unnecessary for me to say that when I had 
rediscovered that same parasite, without knowing that it had been 
previously described by any one, my description was far from being 
equal to that which Gruby had given fifty years previously.” Sabouraud 
was of the opinion that Gruby’s article dealing with Trichophyton 
endothrix was his best piece of work. It was his last study on ringworm. 

Blanchard has also praised Gruby’s studies of the fungi and 
expressed regret that he ceased working along those lines at a com- 
paratively early date. 
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Comparative anatomy also interested Gruby at an early date, since in 
1841 he opened a laboratory where microscopy was taught. Magendiec, 
Claude Bernard and Milne-Edwards are said to have been among his 
auditors. For a time he frequented the veterinary school at Alfort, 
studying the animals and their parasites. He was a pioneer so far as 
photomicrography in France was concerned. 

As a physician, Gruby soon became celebrated and numerous artists, 
writers and diplomats were among his patients. Both the Dumas, Chopin, 
Kranz Liszt and George Sand had recourse to his medical skill. The 
last thirty or thirty-five years, Gruby lived in Rue Saint-Lazare, clos« 
to the railway station of that same name. Most of his patients wer 
nervous overworked persons. His methods were unusual but he got 
results, due in a large measure to the implicit confidence which his 
patients placed in him. He employed drugs but little. As a specimen 
of his originality, the directions which he gave to the elder Dumas may 
he quoted. “Get up tomorrow morning at six o’clock. Buy three apples 
from your grocer. Eat one of them at the foot of the Arch of Triumph, 
the second one at Quai d’Orsay and the last one in front of the 
Madeleine. Then go home. Walk both ways. Do this daily for fifteen 
days and then let me see you.” By then Dumas was well, owing to the 
light diet and exercise. 

In the case of a female hypochondriac patient, he gave a prescription 
that called for a number of bottles containing solutions of different 
colors. Once every hour a teaspoonful must be taken from a different 
bottle, the directions as to the amount and order of each dose being 


minutely outlined. The patient recovered after following this treatment 


for one month. 

During the siege of Paris, Gruby was most active. Besides liberal 
donations for the relief of the wounded, he gave 10,000 francs for the 
outfitting of a body of sharpshooters. He also established a forty bed 
hospital in his home. The invention of a stretcher on wheels is also 
credited to him. He had previously published two articles on the 
treatment of wounds in 1859. 

\lthough not a dermatologist, the biography of Gruby seems most 
appropriately placed among those of the leading dermatologists of his 
adopted country where his outstanding work was carried out. 


55 East Washington Street. 
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ERNEST LEWIS McEWEN, M.D. 
1867-1930 


Ernest L. McEwen was born in Dekalb, Ill, on June 17, 1867. 
After graduating from DeKalb High School, he attended Cornell Col- 
lege, Mount Vernon, Iowa, and graduated with the degree of B.A. in 
1894. He then entered Rush Medical College, from which he gradu- 
ated in 1897. The following year he held a fellowship in Rush 
and after that served an internship at the Cook County Hospital. He 
then spent a year in post-graduate study in Vienna. In 1901, he 
received the degree of Master of Science at Cornell College. In 1904- 
1905, he spent a year in study in Germany. From the time of his 
graduation in medicine until his death he served on the faculty of Rush 
Medical College, and at the time of his death was assistant professor of 
clinical dermatology. 

In 1898, he married Mary Gilruth, of Davenport, lowa. They had 
both served internships at Cook County Hospital, and later were on its 
attending staff. Their son is now a student of medicine. Dr. McEwen 
was also on the staff of the Presbyterian Hospital, the Home for Crip- 
pled Children and the St. Francis Hospital, Evanston, Ill. He was a 
member of the American Medical Association, the Institute of Medi- 
cine, Chicago, the Chicago Dermatological Society and the American 
Dermatological Association. He was president of the Chicago Derma- 
tological Society in 1913. He was a regular, but not a frequent, con- 
tributor to medical literature. His papers were always thoughtful and 
suggestive; as a rule they were on dermatologic subjects, but they were 
usually on broad subjects. Among his papers may be mentioned, “The 
Leprosy of the Bible,” “Oriental Sore in the Americas,” “The Important 
Elements in the Leprosy Situation in the United States,” “Erythema 
Nodosum Syphiliticum,” “The Association of Chickenpox and Herpes 
Zoster” and “Focal Infection in Skin Diseases.” He was a regular 
attendant at dermatologic meetings, and frequently took part in the 
discussions. His discussions, like his papers, were thoughtful and sug- 
gestive. He was not aggressive or dogmatic, but he was honest, inde- 
pendent and courageous, if need be, in defending his views. He was an 
excellent practitioner, consultant and teacher. He was a scholar and an 
enthusiastic bibliophile. and he accumulated valuable collections outside 
his specialty. His collection on the Bacon-Shakespeare controversy is 


one of the best in the country. 
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After the International Congress in Copenhagen, last summer, he 
flew back into Germany to join his family at Bayreuth. In Dresden, 
he was taken ill; on his return home he did not improve rapidly, and 
several times postponed his return to practice. In Germany he had 
what was thought to be an influenzal infection. A day or two before 
his death, he felt worse than usual. On the evening of October 31, he 
suddenly became ill with the symptoms of coronary thrombosis, and 
died in a few hours. 

Dr. McEwen was a careful, deliberate and sound thinker. He was 
scholarly and scientific in his tastes. To these natural traits, he added 
a comprehensive and thorough training in medicine. He looked at 
dermatology with a broad perspective. Perhaps his most useful service 
to dermatology was the emphasis which he insisted must be placed on 
the study of the human organism as a whole in considering skin diseases. 


A. W. S. 





Abstracts from Current Literature 


DERMATOLOGIC EXPRESSIONS OF INTERNAL MeEpicAL DisEaAseEs. F. D. 
WEIDMAN, California & West. Med. 33:697 (Oct.) 1930. 


Weidman has selected some of the less well known dermatoses to serve as 
examples of either pathologic processes which lead to dermatoses or which at 
times may aid in the diagnosis and understanding of internal medical problems. 
\mong them he mentions adenoma sebaceum and von Recklinghausen’s disease, 
the tuberculids, carotinemia, xanthoma, rosacea, etc. He calls attention to recent 
work stressing the importance of the skin as an immunologic organ. Unlike 
most papers on this popular subject, it is full of facts, not theories. An excellent 
bibliography of the more recent articles on this subject is given. 


ANDERSON, Los Angeles. 


CONTROVERSIES REGARDING Sypuitis. W. H. Guy, J. A. M. A. 95:979 
(Oct. 4) 1930. 


Guy undertakes to analyze the statistics on syphilis with the following questions 
in mind: 

1. Has the incidence of syphilis been increasing or diminishing? 

2. Is neurosyphilis more frequent since the advent of arsphenamine? 

3. Is the incubation period of neurosyphilis shorter since the introduction of 
arsenicals ? 

4. Are arsphenamines neurotropic? 


5. Is optic atrophy more frequently seen following arsenical therapy, and is 
arsphenamine contraindicated when optic atrophy has developed? 

Guy’s study indicates that arsphenamine has no selective affinity for the nervous 
system; in fact, one of the difficulties in the treatment for syphilitic involvement 
of the central nervous system is to effect a contact between the drug and the 
diseased structures. The point to be made is that all sorts of accidents may 
complicate arsenical treatment for syphilis, but there is no proof that they are due 
to neurotropism on the part of arsenic. If symptoms develop from deposits of 
arsenic in the nervous system, neurotoxic would seem to be the better term. The 
incidence of syphilis is definitely diminished, and available data show a slight 
decrease or an almost stationary rate in the incidence of neurosyphilis in the 
period since the advent of arsphenamine. During the same period, the mortality 
from these sources has definitely decreased. Early neurosyphilis unquestionably 
became more frequent after the introduction of arsphenamine. This is attributed 
to insufficient treatment, but the same situation prevails regardless of the drug 
used. In the presence of involvement of the optic nerve, tryparsamide must be 
used cautiously. The trivalent arsenicals, if used with care, are at least not 
contraindicated. 


INTRADERMAL, SCRATCH, INDIRECT AND Contact TEsTs IN DERMATOLOGY. 
MAXIMILIAN A, RAMIREZ and JOSEPH JORDAN ELter, J. A. M. A. 95:1080 
(Oct. 11) 1930. 


The authors used the four types of tests in 500 patients with dermatoses in 
which the etiology was suspected to be of allergic origin. From 200 to 400 tests 
were done on each patient. The results in many cases are disappointing, but in 
many also, the tests are of distinct value. In interpreting reactions one should 
realize that patients at times are in a so-called refractory state and will not react 
even to substances to which they are highly sensitive. Also during a state of 





148 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


hyperirritability of the skin, a wheal and erythema may occur at every tested 
area, including the control areas. The hyperirritability may be temporary or it 
may be persistent, in which case it is impossible to interpret the reactions of the 
skin accurately. In these cases the indirect method of testing is preferable. Th: 
authors favor the patch test, particularly in cases of dermatitis due to nonprotein 
irritants. The intradermal method is most sensitive and is apt to produce fals: 
local reactions as well as alarming systemic reactions in highly sensitive patients 
The indirect method of testing is not particularly useful in patients hypersensitiv: 
to external irritants of nonprotein nature. 


Scurvy 1n Apwutts. Sracy R. MeEttTirerR, GEORGE R. Minot and WILmort C. 
TOWNSEND, J. A. M. A. 95:1089 (Oct. 11) 1930. 


This is a study of nine patients, eight of whom were older men who lived 
alone and whose subsidence depended on their own culinary efforts. In persons 
with chronic nutritional instability, scurvy can be precipitated by infectious 
processes. Arteriosclerosis may favor its development. In these patients, anemia 
is often pronounced. Foods rich in vitamin C, fruits, green vegetables and fresh 
liver cause a rapid regeneration of the blood. Treatment with iron does not 
have this effect. The bone marrow in two patients with scurvy appeared to be 
of the type that occurs in secondary anemia. 


PREGNANCY AND LABOR COMPLICATED BY GRANULOMA INGUINALE. LESTER A. 


Witson, J. A. M. A. 95:1093 (Oct. 11) 1930. 


From a study of fourteen cases, all in Negroes, Wilson concludes that ther« 
is a tendency to stillbirths in granuloma inguinale. It is not of venereal trans- 
mission, as none of the husbands of these patients was diseased. During preg- 
nancy, the disease progresses rapidly, probably due to the congestion of the parts, 
and after labor the condition tends to improve. 


URTICARIA AND Hay-FEVER DvE TO TRICHOPHYTIN. FRED WISE and MARION 
B. SuLzBERGER, J. A. M. A. 95:1504 (Nov. 15) 1930. 


The patient in the case reported had for years suffered from recurrent attacks of 
eczematoid ringworm on the hands and feet, and eczematoid dermatitis of the 
body. An intradermal injection of trichophytin was followed immediately by a 
local reaction, hay-fever and urticaria. This is an important observation, for 
infection due to trichophytin is so widespread, and it lengthens the list of 
allergic manifestations that can be caused by ringworm fungi or their products, 
to include trichophytids, eczematoid dermatitis, urticaria, asthma and hay-fever. 


RATTNER, Chicago. 


THe AGE AND SEx DISTRIBUTION AND INCIDENCE OF NEOPLASTIC DISEASES 
» 


THE MemoriAt HospitaL, New York City. G. T. Pack and R. 
LeFevre, J. Cancer Research 14:167 (June) 1930. 

This article is a detailed and exhaustive statistical study including certain 
pertinent observations on cutaneous neoplasms, some of which may be enumerated. 
Cancer usually does not occur in extreme old age; in fact, after the complet: 
attainment of the senile state, cancer in general is progressively infrequent, wit! 
the important exceptions of squamous carcinoma of the skin, penis, lip, floor 
of the mouth, buccal mucosa and inferior alveolus, and basal epitheliomas of the 
skin, which are more frequent in advanced years in ratio to the proportion of 
persons living at these ages. During a four year period, 4 per cent of all patients 
admitted to the Memorial Hospital had epidermoid carcinoma of the skin and 
7 per cent had basal cell epitheliomas of the skin. The average age of the 
former, in more than 1,000 cases, was 58 years and that of the latter, in mor 
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than 1,400 cases, was 61 years. Chronologic age is not so important as anatomic 
and physiologic age as an etiologic factor in cancer. Thirty per cent of all 
malignant tumors in patients over 74 years of age were basal cell epitheliomas. 
[he cancers of old age are usually well differentiated adult neoplasms, slow- 
erowing, lacking the features of anaplasia and exhibiting little microscopic 
evidence of mitosis. The cancers that pursue a rapid course in aged persons 
are usually those arising from tissue rests, which, having long remained quiescent, 
when once excited to growth, find conditions especially favorable for unrestrained 
proliferation. Among the types of tumor occurring predominantly in men were 
squamous carcinoma of the skin, basal cell epithelioma and carcinomas of the lip, 
the buccal mucosa and the tongue. 


Some Factors OF INTEREST IN THE GRADING OF CARCINOMA, .. H. Jorstap, 
J. Cancer Research 14:295 (June) 1930. 


Histologic grading and indexes of malignancy are of enough significance 
to be of practical value in the prognosis and therapy of carcinoma, and their 
employment should be encouraged. The average percentage of differentiation in 
the portion of tumors studied microscopically should be the index of grading, 
and the most active portion of the tumor should be chosen for biopsy. 

The histologic study and the grading of sixty specimens of carcinoma oi 
the lip from the Barnard Skin and Cancer Hospital by five pathologists resulted 
n strikingly parallel deductions. 

The clinical courses of approximately 200 cases of carcinoma of the lip and 
oral cavity approximated fairly well the prognoses to be drawn from the gradings 
of biopsies, and the latter have been of definite value in certain cases in the selec- 
tion of therapy. For example, in a patient not likely to survive surgical inter- 
vention in the case of a highly differentiated growth a radical operation may 


be supplanted by a less radical one; and in a poorly differentiated growth one 
may select irradiation instead of surgical intervention regardless of the ease of 
attack by surgical methods. H 


R. Foerster, Milwaukee. 


THE INJECTION TREATMENT IN VARICOSE ULcers. WILLIAM A. WHITE, JR., 
New England J. Med. 202:271 (Feb. 6) 1930. 


Experience with 750 cases at the Boston City Hospital furnished the material 
for the development of the simple technic described by the author. The best results 
have been obtained with quinine hydrochloride and ethyl carbamate (urethane). 
The technic of injection and after-care is described in detail. 


A CASE OF TULARAEMIA. HENRY F. R. Watts, New England J. Med. 202:329 
(Feb. 13) 1930. 


Watts reports the first case of tularemia to be contracted in Massachusetts 
and the third case to occur in New England. The disease was contracted in the 
right index finger from dressing a rabbit bought at a local market, but it was 
established later that the rabbit came originally from Illinois. The diagnosis was 
confirmed by positive agglutination tests done by the United States Public Health 
Service. The patient was convalescent on the twenty-ninth day. 


TRYPARSAMIDE AMBLYOPIA TREATED BY “FORCED DRAINAGE” OF THE CEREBRO- 
SPINAL Fiurp. Vriroit CAsTeN, New England J. Med. 202:676 (April 3) 
1930. 


The author sums up the literature on disturbances of the eyes caused by 
tryparsamide, and states that 2 per cent of 1,254 patients with neurosyphilis 
treated in the clinic with tryparsamide had permanent ocular damage. He reports 
a case of amblyopia following two injections of the drug with the condition respond- 
ing very well to “forced drainage.” The method of Kubie was used. The first 


4 
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“drainage” was five days after the first symptom, and four other punctures for 
drainage were made in the next sixteen days. Four months later his vision was 
20/15 in both eyes and the fields had expanded to from 20 to 60 degrees. 


VINCENT’S ANGINA. GEORGE O. Cummincs, New England J. Med. 202:768 
(April 17) 1930. 


The author presents a review of the clinical appearances and a discussion of 
treatment. He has had experience with 150 cases of this disease, and in the 
milder cases favors the use of 1: 500 solution of metaphen or hexylresorcinol solu- 
tion in a syringe with a right-angled blunt-pointed needle daily, with the application 
of sodium perborate by the patient. For tonsillar ulcerations he states that the 
application of a 5 per cent solution of chromium trioxide has been the most effective 
agent in his cases. 


THE HINTON GLYCEROL CHOLESTEROL REACTION FOR SyYpuHILis. W. A. 
HINTON and A. Berx, New England J. Med. 202:1054 (May 29) 1930. 


The authors give in detail the technic of a modification of the Hinton test. 
The test is as simple and as easy to read as the original one, but is more dependable 
and about 25 per cent more sensitive. The original method has been slightly 
modified and a supplementary procedure added. Not only the specific precipitating 
effect but also a characteristic ring, which was an equally accurate sign of a 
syphilitic serum, appeared in the positive serums. The authors insist on a strict 
adherence to the details of the technic, which were arrived at after much 
experimentation. 


EprIpERMOPHYTOsISs. J. H. BLAISDELL, New England J. Med. 202:1059 (May 29) 
1930. 


The author presents an excellent general article on epidermophytosis. He points 
out especially the industrial relationship of the disease, citing several cases showing 
various phases of this relationship. 


THE COOPERATION OF THE PRACTITIONER AND ORGANIZATIONAL FORCES IN THE 
CONTROL OF SyPHILIs. JoHN H. SToKes, New England J. Med. 202:1087 
(June 5) 1930. 

An American program for the control of venereal disease is discussed. The 
author emphasizes the treatment for syphilis by the practitioner acting under the 
organized cooperation and guidance of various agencies. Methods of enlisting 
the interest and development of technic of the practitioner, the simplification of 
early diagnosis, methods of teaching, expansion of state aid to the physician, 
research by the state and social service work are some of the phases discussed. 


THe CONTROL oF SYPHILIS VS. THE CONTROL OF TUBERCULOSIS. N. A. 
NeEtson, New England J. Med. 202:1095 (June 5) 1930. 


Many likenesses of the diseases tuberculosis and syphilis are pointed out. The 
fundamental fact that syphilis is a secret disease and probably always will be 
is recognized. Cases should be reported, and social service should be furnished. 
To centralize all syphilitic activities district clinics for syphilis, following the plan 
adopted for tuberculosis clinics, are suggested for indigent patients or those who 
require treatment at greatly reduced cost. For private patients, social service 
workers should be provided to work in close cooperation with the private physician. 


ENDOTHELIOMA CuTIs. Rupotpn Jacosy and J. L. Grunp, New England J. 
Med. 202:1247 (June 26) 1930. 
A case of nevoxantho-endothelioma with several photographs is reported. The 
authors stress the necessity of histopathologic study for diagnosis. The literature 
is reviewed and the classification of the case discussed. 
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THE TREATMENT OF CARBUNCLES BY THE ROENTGEN-RAyY. RICHARD U. LIGHT 
and MERRILL C. SosMAN, New England J. Med. 203:549 (Sept. 18) 1930. 


The literature on the subject is reviewed, and an analysis is made of fifty 
cases of carbuncles in which irradiation was done in the past six years. Five case 
histories are given. Filtered roentgen ray in from 4% to % erythema dose was used 
in these cases. Thirty-four patients were improved with roentgen treatment. 
Seventy per cent of the cases were in males, and of these the roentgen rays helped 
60 per cent, while of the females 87 per cent were improved. Eight of nine facial 
carbuncles were improved, and relief from pain occurred quite strikingly in these 
cases. Seventy-five per cent of those under 5 cm. in diameter were benefited. 
[he authors conclude that when benefit occurred it lay usually in a hastened necrosis 
of the lesion in the indurated stage. They also feel that a larger proportion 
than the 33 per cent of this series could have been treated by radiation alone, 
without surgical intervention. C. Guy Lane, Boston. 


SoctiAL SYPHILOMANIA. Ricarpo E. Cicero, Urol. & Cutan. Rev. 34:807 
(Dec.) 1930. 


The author feels that the patients with syphilophobia are not given enough 
serious consideration. Several cases are cited to show that the indifferent 
manner in which they were treated merely aggravated the condition. 


Cutis MARMORATA. Noau E. Aronstam, Urol. & Cutan. Rev. 34:813 (Dec.) 

1930. 

An extensive cutis marmorata developed in a girl 15 years of age. The 
various theories as to etiology are briefly reviewed, and on the basis that pubes- 
cence was the etiologic factor in this case, various gland substances were tried. 
There was no improvement. 


BISMUTH TREATMENT OF Lupus ERYTHEMATOSUS. VITTORIO BARBAGLIA, 
Urol. & Cutan. Rev. 34:815 (Dec.) 1930. 


Five cases of lupus erythematosus are reported in which intramuscular injec- 
tions of bismuth effected apparent cures. One patient also had syphilis; another 
had a recurrence three months after treatment, but this attack also responded 
to bismuth. In one case treatment was stopped after the tenth injection because 
there was no apparent improvement. Three months later, there were no lesions 
to be seen. From ten to fifteen injections were given to each patient. 


\cuTE Lympnocytic LEUKEMIA. RaAaymMonp M. PEarce, Brit. M. J. 2:282 

(Aug. 23) 1930. 

Pearce adds another to the growing list of reports of cases of leukemia in 
which spleen substance has proved beneficial. His patient was a girl, aged 8, 
with acute leukemia, in whom over a period of three weeks the red blood count 
dropped to 856,000; the white blood count was 9,600, with 7 per cent neutrophils 
and 87 per cent lymphocytes. She received ten intramuscular injections of 5 cc. 
of hog spleen in a 40 per cent albumin-free solution. The injections were given 
every two days at first and then at four day intervals. Liver extract was given 
by mouth. Six weeks after the first injection, the blood count showed 6,330,000 
red cells, 16,200 white cells, with 56 per cent neutrophils and 41 per cent lympho- 
cytes. When seen two months later, the child was apparently in good health, had 
resumed work at school and was able to play like other children. The treatment 
with liver extract was never stopped. 
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THe Dretetic TREATMENT OF Lupus VutcarRis. H. HaAtpin-Davis, Brit. 
M. J. 2:539 (Sept. 27) 1930. 


Haldin-Davis tells of a visit to Jesionek’s Hospital in Giessen —a hospital of 
180 beds devoted exclusively to patients with lupus vulgaris. He was favorably 
impressed by the good results obtained in these patients from treatment with the 
Gerson diet, which has been in use for about two and a half years. Originally 
it consisted of an absolutely salt-free diet, but because it was not palatable, there 
was added a special mixture of salts called “mineralogen,’ from which sodium 
chloride was omitted. In addition, the patients were treated with phosphorized 
cod liver oil and sunlight. This was tried with a small group of patients, and 
the beneficial results were so striking that every patient is now treated in a 
manner similar to the Gerson treatment. At present the salt-free food is also 
uncooked, and the mineralogen and cod liver oil have been eliminated. The 
rationale of the treatment will be looked on with disfavor by many physicians. 

Jesionek works on the basis that tuberculosis is a disease of civilized man and 
domesticated animals. Primitive man was free from tuberculosis, because his skin 
was able to form antituberculous fluids in quantities sufficient to protect it. The 
skin of civilized man does not have this property. The basis of treatment, then, 
is to restore these qualities to the skin. This is done by means of actinotherapy, 
baths and exercise, which primitive man and animals enjoyed to a much greater 
extent than do civilized persons. Also, in early times the food was eaten uncooked 
and without salt. Thus this dietary treatment is designed to simulate early con- 
ditions as much as possible. From a practical standpoint the meals are dull and 
have to be given in small quantities at frequent intervals. They are composed 
of both animal and vegetable matter, for it is uncertain whether or not the food 
of primitive man was mixed. The food consists chiefly of fruits, vegetables, eggs, 
milk and butter. 


INJECTION OF WHOLE BLoop ror Furuncutosis. D. W. Bruce, Brit. M. 
J. 2:642 (Oct. 18) 1930. 


In a short note to the editor, Bruce tells of his experience with whole blood 
in cases of recurrent furunculosis. Five cubic centimeters is withdrawn from 
a vein and immediately injected into the muscles of the buttock. The method has 
proved remarkably successful and in some cases dramatic in its cure. Existing 
boils dry up within twenty-four hours, and the formation of new boils is pre- 
vented. In only one case was a second inoculation necessary. The number of 
patients treated is not stated. RATTNER, Chicago. 


Pustutar Psoriasis. H. W. Barper, Proc. Roy. Soc. Med. 23:1637 (Oct.) 
1930. 


The case was shown in support of the contention that the condition described 
by Dr. Dore in January, 1928, as a “chronic, mild, localized type of acrodermatitis 
perstans,” of which Dr. Roxburgh showed two cases in October, 1927, is really 
a pustular form of psoriasis. The whole question was to be discussed in detail 
at the next meeting of the British Association of Dermatology and Syphilology. 

This patient presented symmetrical, scaly patches on the palms, involving 
chiefly the thenar eminences. In these patches arose intra-epidermic pustules, 
which dried to form brownish scabs; the palmar surfaces of the fingers were also 
affected to some extent. Similar patches were present on the soles over the insteps, 
particularly on the left foot. There were symmetrical scaly patches on the knees, 
which appeared to be ordinary psoriasis, and the nails, particularly those of the 
thumbs, presented changes—pitting and scaliness of the nail beds—suggestive 
of this disease and entirely different from those seen in true acrodermatitis. The 
results of examination of scrapings and cultures were negative, not only for fungus, 
but also for micro-organisms 
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LEUKEMIA Cutis. A. M. H. Gray, Proc. Roy. Soc. Med. 23:1641 (Oct.) 1930. 


\bout six months ago, the patient, a man, aged 36, noticed a dark nodule 
on his left cheek; a little later one appeared on the right cheek, and since then 
several more have developed on the cheeks, forehead, trunk and limbs. At the 
time of presentation there were about twenty nodules present; the largest on 
the cheeks were the size of large cherries, deeply infiltrated and of a dark plum 
color. The surface of the tumors was smooth and shiny. The glands in the 
eroins and axillae and the epitrochlear glands were slightly enlarged; those in 
the neck were not noticeably affected. Nothing abnormal could be made out in 
the chest or abdomen; neither liver nor spleen could be felt. Roentgen examina- 
tion of the chest showed shadows suggesting enlarged glands at the root of 
both lungs. 

The anterior end of the right inferior turbinate was dusky, congested and 
eranular, and a similar condition was present on the septum opposite. The tonsils 
were swollen and gray-blue. The larynx and pharynx were normal. 

Examination of the blood revealed: red cells, 4,540,000 per cubic millimeter ; 
hemoglobin, 90 per cent; color index, 1; white cells, 5,500. The differential count 
showed: neutrophil myelocytes, 3 per cent; polymorphonuclears, from 46 to 50 
per cent; eosinophils, from 3 to 5 per cent; basophils, —; large monocytes, from 
1 to 5 per cent; lymphocytes, 24 per cent; myelocytes, from 21 to 5 per cent, 
ind normoblasts, 50 per cubic millimeter. A few red cells showed polychromasia 
and punctate basophilia. 

The Wassermann reaction was negative. Biopsy revealed a leukemic infiltration. 


Guy, Pittsburgh. 


TREATMENT OF INTERDIGITAL Mycoses BY DEPILATORY PASTE. R. SABOURAUD, 
Ann. de dermat. et syph. 1:921 (Sept.) 1930. 


Sabouraud mentions the therapeutic obstinacy of this infection and expresses 
the belief that the failure to cure it is due in great part to the thick corneous 
layer beneath which the parasites lie protected from the medicament. With this 
idea in mind, he has used pastes of barium sulphide to produce exfoliation, and 
he has obtained excellent results. 

The patient takes a prolonged warm foot bath, and then applies the depilatory 
mixed with a little glycerin (a watery paste is less satisfactory) for from twenty 
to thirty minutes. The paste is then removed with water; equal parts of tincture 
of iodine and alcohol are then applied. This procedure is repeated each evening, 
the paste every second day. No dermatitis venenata has been produced. 


PiryRIASIS RuBRA PILARIS COMPLICATED BY SUPERFICIAL PYODERMA AND 
CuTANEOUS ATROPHY. R. BERNHARDT, Ann. de dermat. et syph. 1:939 
(Sept.) 1930. 


rhe patient was a woman, aged 50, who had had pityriasis rubra pilaris for 
twelve years. She presented an extensive and typical case. On the scalp, face 
and pubis were large patches of low grade pyoderma. On the face were areas 
of superficial atrophy; these were more pronounced on the scalp and sternum. 
lhe location of the atrophic areas led the author to believe that the atrophy 
was due to a concurrent effect of the pyoderma and Devergie’s disease. 


PHARMACOLOGY OF “L’EAU BLANCHE.” CARLE, Ann. de dermat. et syph. 1:950 
(Sept.) 1930. 


Carle gives the history and therapeutic properties of the solution of subacetate 
om lead. In France, it has received official recognition in the pharmacopeias since 
109% The true “l'eau blanche” is made with ordinary tap water. 

Cagle recommends it highly in compresses for acute dermatitis. It does not 
seem to produce the occasional irritation noted with Burow’s solution. Technical 
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details in the application of all compresses are important, and Carle gives the 
method of employment that he has found best. In addition to use in cases of 
acute dermatitis, a solution of lead subacetate is beneficial in pyodermas, and to 
clean up torpid ulcers. 


CuTANEOus Histo-PuystoLoGy: Memorr III. THe MorpHorocic RELATIONS 
BETWEEN THE EPIDERMIS AND THE DeRMA. L. M. PAUvuTRIER and F. 
WoRINGER, Ann. de dermat. et syph. 1:985 (Oct.) 1930. 


The studies of the authors were directed toward the question of the existence 
of a basal membrane. They employed Masson’s trichromic and Laidlaw’s silver 
stains. They conclude that there is no membrane dividing the derma and epidermis. 
The collagen immediately subjacent to the epidermis has a fibrillary structure and 
is of the same nature as the Gitterfasern, i. e., young tissue. Special stains show 
the presence of very fine, sparse, elastic fibers immediately beneath the epidermis. 
There are many more argentophile fibers, which appear to be the largest com- 
ponent of the zone between the epidermis and derma. 


LICHENOID Type oF Boecx’s Sarcorp. A. KISSMEYER, Ann. de dermat. et 
syph. 1:1006 (Oct.) 1930. 


Kissmeyer reports two cases of this unusual type of sarcoid. In the first case, 
the eruption was limited to the sternal region. It was composed of lentil-sized 
papules, somewhat resembling those of lichen planus, but brown. The second 
patient presented infiltrated patches on the nose and cheeks which by diascopy were 
resolved into small translucent papules. On the right knee were a group of 
lichenoid lesions. The lesions on the face closely resembled lupus pernio. In 
this case cystic changes of the phalanges were demonstrated by roentgenography. 


The conjunctiva and the right upper lid presented a few papules. 

In briefly discussing the diagnosis and etiology of sarcoid, Kissmeyer mentions 
the cystic osteitis of the phalanges found in this disease. It was present in 
eight of twenty-three cases at the Finsen Institute and constitutes a pathognomonic 
sign. Kissmeyer is skeptical about the tuberculous origin of sarcoid. In regard 
to Jadassohn’s conception of tuberculous anergy in this disease, the author has 
investigated a number of cases without finding any evidence of serum anticutines. 
He seems inclined to reject the anergic conception as it applies to sarcoids. 


Mottuscum CONTAGIOSUM OF THE SCALP. ZEN Onya, Ann. de dermat. et 
syph. 1:1038 (Oct.) 1930. 


The author briefly reports a case of this disease with lesions limited to the 
scalp. He could find no previous record of moiluscum contagiosum of the scalp. 


MICHAEL, Houston, Texas. 


Is SypnHiris CuRABLE? E. HorrmMann, Dermat. Ztschr. 59:279 (Oct.) 1930. 


The author gives a list of ten criteria for a cure of syphilis and discusses 
their relative importance. He maintains that syphilis in the seropositive primary 
and reasonably early secondary stages is curable in a high percentage of cases 
as well as in the seronegative primary stage. The importance of early adequate 
therapy is stressed, and the maximal combined arsphenamine-bismuth cure is 
advocated. This consists of two or three courses of five or six weeks each with 
five or six week rest periods between them. Treatments are given twice a 
week, the patient receiving from 0.45 to 0.6 Gm. of neoarsphenamine intravenously 
and from 1.25 to 1.5 cc. of bismuth subsalicylate intragluteally at each visit. The 
smaller dose is given to women. The use of bismuth or arsphenamine alone is 
condemned, and insufficiently vigorous early treatment is blamed for recurrences. 


Taussic, San Francisco. 





Society Transactions 


AMERICAN DERMATOLOGICAL ASSOCIATION 
Clinical Meeting, City Hospital, Cleveland, June 19, 1930 
Upo J. Wire, M.D., President, Presiding 


TUBERCULOUS OF THE SKIN. Presented by Dr. J. E. RauscHKOLB, Cleveland. 


W. M., a Negro, aged 26, from the service of Dr. H. N. Cole and Dr. J. R. 
Driver, presented an eruption of the face, head, neck and base of the penis, 
associated with pruritus of three and one-half years’ duration. He said that in 
the late winter of 1926, itching white “bumps” appeared at the right angle of the 
mouth, which became scaly in a few weeks. This was accompanied by swelling at 
the right mandibular ramus, which later disappeared. The lesions did not spread 
by continuity and appeared in order around the alae of the nose, over the cheeks, 
laterally about the ears, around the back of the neck encircling the hair line, the 
scalp, about the eyes, the pubic area and the shaft of the penis, requiring one and 
one-half years to assume this distribution. In March, 1930, the patient noted 
subcutaneous “bumps” chiefly over the arms and legs, which were painful to touch. 
There were remissions from the pruritus of from one to two weeks, during which 
the lesions seemed to fade, and then periods of intense itching during which the 
lesions seemed to spread. There had been little or no change in the eruption during 
the past two years. 

There was no history of a similar eruption in the family, and no basis could 
be found in occupation, infection, weather, season, diet or irritants. There had 
been no marked influence by any medicament used. During the past three years, 
enlarged, painless glands had developed over the body. 

The family history was irrelevant. The patient had had measles and pneumonia 
in childhood, with good recovery. In 1920, he had a urethral discharge that was 
diagnosed gonorrhea. He was treated for from three to four months by a private 
physician and recovered. In 1921, he had typhoid malaria with high fever and 
delirium, with good recovery. Early in 1925, after being employed for four years 
as a porter and in vulcanizing tires in a rubber shop, he noted symptoms of 
weakness, nervousness, rise in temperature in the late afternoon, loss of appetite 
and night sweats during which he would become drenched with perspiration. These 
persisted for four years, and he still has an occasional night sweat. During the 
three months prior to presentation, he had had intermittent pain in the chest on 
breathing. 

Examination showed an eruption localized to the head, the neck, the pubic 
irea, the shaft of the penis and the scrotum. It was symmetrical about the eyelids, 
ilae of the nose, malar eminences, forehead and neck, and was roughly symmetrical 
over the pubic area, with scattering over the shaft of the penis, the glans penis 
and the scrotum. The lesions were yellowish-pink, round with a tendency to 
angulation in some areas, moderately indurated, sharply marginated, slightly 
elevated papules from 2 to 4 mm. in size. Some lesions were associated with 
scaling, others with lichenification, and still others showed a tendency to umbilica- 
tion. Most of the lesions were discrete, but about the eyes, nose, ears and neck 
there was some tendency to confluence and linear arrangement, and over the fore- 
head, in the hair line, were several plaquelike figures. The mucous membranes of 
the nose, for about 7 mm. into each naris, the mucous surface of the upper and 
lower lip and involving the vermilion borders, the right buccal mucosa and the 
hard palate were the sites of the same type of lesions. The conjunctiva of each 
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lower eyelid was red and granular. The epitrochlear, axillary, cervical, femoral 
and inguinal glands were markedly enlarged, with a tendency to matting in th: 
femoral and inguinal regions. Scattered chiefly over the legs and arms, involving 
equally the flexor and extensor surfaces, were twenty-nine, pear-sized, hard, 
discrete, rounded, subcutaneous nodules, over which the skin was slightly reddened 
No pain was noted on palpation. Physical examination otherwise gave negative 
results. 

The Wassermann reaction of the blood and spinal fluid was negative. Repeated 
urinalyses gave negative results. Examination of the blood showed: red cells, 
3,850,009; white cells, 8,200, and hemoglobin, 75 per cent; differential count: poly- 
morphonuclears, 61 per cent; small mononuclears, 22 per cent; large mononuclears, 
4 per cent; transitionals, 8 per cent; eosinophils, 2 per cent, and basophils, 3 per 
cent. The blood pressure was 96 systolic and 48 diastolic. A prostatic smear for 
gonococci was negative. The results of the tuberculin test were: 1: 1,000,000 
negative; 1: 100,000 negative; 1: 10,000 positive. 

A roentgenogram of the chest, taken on May 28, 1929, showed the right 
phrenicostal sinus obliterated by pleural adhesions. Both hilus shadows were 
enlarged, probably due to infected glands. The fields of the lungs were clear. 
Another roentgenogram, taken on March 27, 1930, showed the right phrenicostal 
sinus and the lateral portion of the right base still cloudy, and a markedly thickened 
interlobar section in the midportion of the field of the right lung. The apexes of 
both lungs showed a few delicate, striped shadows of increased density. The hilus 
shadows were larger than normal, especially the left. The appearance of the 
fields of the lungs suggested a tuberculous process of the hilus with some fibrosis 
in the apexes of both lungs. 

Roentgenograms of the hands, feet and legs, taken on this date, were negative. 

Biopsy from a papule of the neck revealed: The epidermis showed a slight 
extension of the corium, but no malignant changes. In a few regions the corium 
showed more or less circumscribed infiltrations of endothelial cells that were 
surrounded by lymphocytes. In the midst of these areas one or two giant cells of 
the Langhans type were seen. One field showed a beginning fusion of two such 
lesions. Other fields showed an increase in connective tissue. A Ziehl-Neelsen 
stain showed no tubercule bacilli. 

The patient had received antisyphilitic therapy on three occasions before coming 
to the hospital. During observation he had received gold sodium thiosulphat 
(0.125 Gm.) intravenously, a high caloric diet, rest and cod liver oil. While he 
was in the hospital the course of the disease was uneventful, and he was discharged 
to the dispensary. 

This patient was seen by Prof. Josef Jadassohn in 1929, who concurred in the 
opinion that the condition was a tuberculid. 


TUBERCULOSIS OF THE SKIN. Presented by Dr. J. E. RAuscuKkKo.s, Cleveland 


S. W., a Negro, aged 26, from the service of Dr. H. N. Cole and Dr. J. R 
Driver, presented a generalized eruption with some pruritus of one and one-hali 
years’ duration. He said that in September, 1928, following a warm bath, he 
had intense burning and itching of the thighs which lasted for twenty-five 
minutes. This recurred with each bath, the intervals between being free. In 
December, he noticed small, hard, dry, black, pruritic “bumps” on the neck which 
would form a scab in two or three weeks. On removal of the scab, the lesions as 
originally noted would remain. None of them disappeared. In the following 
order, over a period of from five to six months, they appeared in the scalp and 
on the thighs, penis, prepuce, scrotum, perineum, lower legs, trunk, arms and 
face. The patient said that he believed that each lesion was preceded by a “bump” 
under the skin. There was no history of a similar condition in the family, nor 
could any basis be found for the eruption. Medicaments had no influence on th« 
condition. Since the onset, the glands over the body had become markedly enlarged, 
but were painless. 
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The family history was irrelevant. The patient had had pneumonia in infancy, 
and measles, epidemic parotitis and pertussis in childhood, with good recovery. 
In 1920, he had influenza, which incapacitated him for three weeks, but from which 
he made a good recovery. In 1923, gonorrhea developed, and he was treated 
intermittently for two years in a local dispensary. In 1925, three or four preputial 
ulcers developed. Two weeks after their appearance he consulted a private 
physician who took a blood test and reported it to be negative. Local treatment 
was given, but the lesions encircled the prepuce, healing in one month. There 
were no attendant syphilitic symptoms. In 1927, the urethral discharge reappeared, 
and the patient was again treated by a private physician. Early in 1928 and again 
in September, 1928, it recurred, and on each occasion he treated himself with 
proprietary preparations. At this time, while working in a foundry, the conjunc- 
tiva became injected and the vision became clouded almost weekly, which neces- 
sitated his remaining away from work for two or three days at a time. He also 
had painful expiration and increased expectoration. 

Examination revealed a generalized eruption which was symmetrical about the 
head, perineum, scrotum and sacrum, and roughly symmetrical over the arms, legs 
and penis, with sparse scattering over the buttocks and trunk. The lesions were 
round to ovoid, sharply marginated, moderately infiltrated, slightly elevated 
papules, from 2 to 3 mm. in diameter, associated with some scaling, lichenification 
and a suggestion of umbilication. Over the upper and lower extremities, the trunk 
and the buttocks were plaquelike areas, roughly ovoid, from 6 to 12 mm. in 
diameter, arising from a confluence of several lesions. The lesions of the neck 
presented a confluent, linear arrangement, while those about the eyes, root of the 
nose, temporal areas, malar eminences, externai auricles, alae of the nose, the 
mouth, chin, elbows, lateral cubital and popliteal areas were chiefly discrete. The 
same type of lesion was found on the conjunctiva of the left upper and lower 
eyelid at the external canthus, extending 1 cm. on the mucous membrane of each 
nostril, and on the mucosae of the right and left buccal areas and the upper and 
lower lips. An interesting point was the grouping of lesions about all the external 
orifices. The glandular enlargement was most marked in the inguinals and 
femorals, which showed a tendency to matting. Over the arms and legs, slightly 
nore numerous on the extensor surfaces, were rounded, hard, discrete, pea-sized, 
subcutaneous nodules, occurring in some instances as deep or overlying papules. 
\t seven o’clock there was a small, pinhead scar near the edge of the right 
cornea. There was marked arcus senilis. Physical examination was otherwise 
negative. 

At the hospital the Wassermann reaction of the blood had been repeatedly 
negative. Outside the hospital, it had been slightly positive on two or three 
occasions and negative on others. Examination of the spinal fluid gave negative 
results. Prostatic massage for gonococci was negative. Examination of the 
blood showed: red cells, 4,650,000; white cells, 7,800, and hemoglobin, 80 per 
cent; differential count: polymorphonuclears, 71 per cent; small mononuclears, 
2) per cent; large mononuclears, 1 per cent, and eosinophils, 8 per cent. The 
blood pressure was: 125 systolic and 80 diastolic. The blood sugar was 71, and 
the urea nitrogen, 13. The results of the tuberculin test were: 1: 1,000,000 
negative; 1: 100,000 negative; 1: 10,000 negative, and 1: 1,000 positive. 

\ roentgenogram of the chest, taken on Oct. 8, 1929, showed unusually marked 
enlargement of the hilus shadow on the right side. The upper two thirds of the 
helds of both lungs showed a fine mottling composed of linear and a few, very 
small, spotted shadows of increased density. There was a thickened interlobar 
septum in the midportion of the field of the right lung. At the level of the 
seventh rib in the midposterior line was a ring-shaped shadow of increased density, 
probably due to a pleural ring. The changes suggested an extensive, fibrous, 
tuberculous process. There was no evidence of ulceration. The examination was 
repeated on March 25, 1930, and revealed no change. On the latter date, roent- 
genograms of the bones of the extremities showed no evidence of pathologic change. 
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The eyegrounds were normal. Guinea-pig inoculation with macerated skin lesions 
was negative for tuberculosis. The sputum was negative for tubercle bacilli on 
repeated examination. 

Biopsy of an angular flat papule from the neck, 5 mm. in diameter, showed 
nothing of interest. A section of the pigmented skin showed a marked thinning 
of the epidermis with marked infiltration of the subdermal tissues by endothelial 
cells and lymphocytes, forming well circumscribed, rounded foci, containing 
central giant cells. The capillaries were congested and surrounded by lymphocytes. 
A biopsy from a papule from the buttocks with an underlying subcutaneous 
nodule exhibited a dense infiltration of the subepithelial connective tissue by cells, 
most of which seemed to be endothelial or endothelioid in type; numerous lympho- 
cytes were present as well. These cells had a tendency to group themselves into 
round foci with associated Langhans giant cells, many of the foci extending almost 
to the free surface of the skin. There was a simple necrosis associated with 
these foci. In the deeper corium the foci were well circumscribed, often sur- 
rounded by a capsule of connective tissue, and infrequently associated with sweat 
gland structures. There was little or no perivascular reaction. The diagnosis 
was chronic granuloma. 

A biopsy from the prepuce at circumcision revealed: A section of the pig- 
mented skin showed marked cellular infiltration with a tendency to cluster around 
circumscribed foci. The cells were endothelial, lymphocytes and fibroblasts, with 
a moderate number of Langhans giant cells. Many of the blood vessels exhibited 
a pronounced lymphocytic perivascular infiltration. The diagnosis was chronic 
granuloma, suggestive of syphilis. 


The patient had received old arsphenamine to a total of 2.5 Gm.; saturated 
solution of potassium iodide; 50 per cent mercury rubs, and gold sodium thio- 
sulphate intravenously, to a total of 0.155 Gm. He had remained essentially 


afebrile. On Oct. 22, 1929, improvement was noted in the cutaneous lesions, and 
the subcutaneous nodules were smaller. On November 14, almost all of the sub- 
cutaneous nodules had become nearly imperceptible to palpation. The condition 
seemed to have reached a stationary stage, and the treatment was changed to gold 
sodium thiosulphate. Under treatment with this drug the subcutaneous nodules 
increased slightly in size. 

At the time of presentation, the lesions were less scaly, flatter and less pruritic, 
and only a few subcutaneous nodules remained. 


DISCUSSION 
Dr. GEorGE M. MacKee, New York: I think that these are both cases of 
lupus miliaris, one of which has an unusually extensive distribution. Such erup- 
tions are encountered most frequently in the Negro race. 


Dr. OLIveR S. Ormssy, Chicago: I think that both cases represent types of 
tuberculosis, but I do not think that they are of the miliary type of lupus. A 
distinct type is described under that title, but the last patient had a mixed type of 
eruption. He had lesions like folliclis on the legs. The lesions of the face and 
neck do not conform to recognized types of cutaneous tuberculosis. The first 
case also presents a papular type of tuberculosis, but differs from lupus miliaris 
disseminatus faciei. I think that the cases should be classed as types of cutaneous 
tuberculosis without trying to put them in any particular pigeon hole. 


Dr. WALTER J. HiGHMAN, New York: I agree with Dr. Ormsby and am glad 
that he said what he did. I think that our attempt to give labels to clinical varia- 
tions of tuberculosis is going too far afield. This is tuberculosis, but evidently the 
last patient, with small, nodular, papular lesions, is not very sick. This case is 
evidently a form of tuberculosis of the skin, call it tuberculid if you will, in the 
follicular group and not the necrotic. The other case, I think, was well spoken 
of in Dr. Ormsby’s discussion. I think that if we call these cases tuberculosis of 
the skin and let it go at that without designating the clinical type, it will be best. 
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Dr. J. FRANK FRASER, New York: Histologically these cases are hyperplastic 
tuberculosis of the skin. 

Dr. JosepH V. KLauper, Philadelphia: The cutaneous picture presented by 
the patient is similar to that of the patient in the case Dr. Weidman and I 
reported in “Multiple Sarceid-Like Granulomas of the Skin of Undetermined 
Nature” (ArcH. Dermat. & Sypu. 12:171 [Aug.] 1925). There was much 
evidence of tuberculosis as the causative factor. Also a subsequent report (ARCH. 
DerRMAT. & SypH. 13:675 [May] 1926) recorded the result of postmortem exam- 
ination in which there were pathologic lesions of tuberculosis. Although at the 
time of our report we did not suspect an avian form of tuberculosis, it appears 
from a retrospective view with reference to the subsequent reports of others regard- 
ing this form of tuberculosis, that that was the diagnosis. The thought, therefore, 
of avian tuberculosis in the case of Dr. Rauschkolb’s patient is pertinent. 


XANTHOMA SIMPLEX (BENIGN). Presented by Dr. J. E. RAuscHKOLB, Cleveland. 


R. J., a Negress, aged 30, from the service of Dr. H. N. Cole and Dr. J. R. 
Driver, presented nodular swellings on the eyelids, the hands and the feet. The 
patient stated that at about her twelfth year yellow patches appeared on the sides 
of the nose and spread over the upper eyelid. The skin of the elbows had been 
thicker than normal and yellow as long as she could remember. At the age of 
16, swellings developed that were rather soft and not painful at the finger joints. 
Later she had rheumatic-like pains in the joints unaccompanied by marked 
swelling or tenderness. The lesions gradually increased in size and number and 
appeared on the toes and heels. Two and a half years before presentation tumors 
were excised from the heels. During a five year period of observation there had 
been no favorable response to treatment of various kinds, including a purine- 
free diet. 

Examination showed lesions involving the face, especially about the eyes, the 
elbows, the hands and the feet, with a tendency to grouping about the joints and 
along the tendon sheaths. The lesions were composed of sharply defined, brownish- 
yellow, moderately firm, relatively painless nodules and tumors, varying in size 
from 7 mm. to that of a walnut. 

Roentgenograms showed a multiple periarticular process, with no evidence of 
involvement of the bones. 

On Oct. 26, 1925, the results of the laboratory examination were: blood 
sugar, 88.8 mg.; urea, 33 mg., and creatinine, 1.2 mg. per hundred cubic centi- 
meters; the urine was normal. The blood showed 7,250 white cells, and a hemo- 
globin of 90 per cent. On Jan. 13, 1928, the blood sugar was 99 mg.; urea, 52 mg.; 
creatinine, 1.4 mg.; uric acid, 1.7 mg., and cholesterol, 360 mg. On February 15, 
the blood sugar was 81 mg. per hundred cubic centimeters, and the cholesterol, 
150 mg. 

Results of the biopsy examination were: Grossly, the tumor tissue was yellow 
and rather fibrous. Microscopically, one section showed a mass of hyalinized con 
nective tissue, containing nests of large polygonal cells with a foamy reticulated 
cytoplasm and a round or ovoid nucleus, moderately rich in chromatin; these cells 
were in close contact with each other. In addition there were a number of 
xanthoma-like cells lying singly in the fibrous overgrowth. No evidence of 
malignancy could be seen in the section examined. There was no tendency to 
sarcomatous degeneration. No giant cells were present. The second section was 
that of the skin. The epithelial layer was hyperplastic but was covered with a 
great amount of keratonized epithelial cells, the cell outline of which could still 
be seen and the nuclei of which were entirely lost. This section likewise showed 
fibrous overgrowt accompanied by nests of xanthoma cells. In addition, there 
were foci of mononuclear cells distributed throughout the subcutaneous tissue 
and the corium. 
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PityRIAsis LICHENOIDES _CHRONICA. Presented by Dr. J. E. RAuscHKOLB, 

Cleveland. 

E. O., a white, girl, aged 7, was seen on the service of Dr. H. N. Cole and 
Dr. J. R. Driver. The mother stated that about two and one-half years befor« 
presentation she noticed a rash over the child’s face and body. This was accen- 
tuated after bathing and when the patient was warm. Some pruritis was com- 
plained of when the child was warm. Various types of ointment had given no relief. 

Examination showed a generalized rash, with lesions varying from 0.25 to 
0.5 cm. in diameter. They were sharply defined, varying from yellow to grayish 
brown, and were made up of primary papules with secondary fine scales. 


DISCUSSION 


Dr. Henry E. MICHELSON, Minneapolis: I think that this is a case of 
pityriasis lichenoides chronica. There is some leukoderma on the neck, which 
often occurs in this condition, especially in children. 


LIPOMATOSIS, MULTIPLE. Presented by Dr. J. E. RauscHKOLB, Cleveland. 


B. E., a white man, aged 50, a bar tender, was admitted to the hospital on the 
service of Dr. H. N. Cole and Dr. J. R. Driver, with gangrene of the foot; the 
leg was amputated. He stated that about 1917 he first noticed swellings about 
the face and neck. These lesions progressed until the entire body was involved, 
but they predominated about the face, neck and shoulders. He had had numerous 
lipectomies. His paternal grandfather was said to have had similar swellings that 
began about the scrotum. 

Physical examination showed multiple, soft, lobulated tumors on the back of 
the neck, under the jowls and over the shoulders, and a few scattered over other 


parts of the body. The tumors were not painful. Some were freely movable, 
and some were adherent to the underlying tissue. There were multiple scars 
about the neck. 


DISCUSSION 


Dr. Wittiam A. Pusey, Chicago: I think that this is a case of multiple 
lipomatosis. I have never seen such enlargement of the neck before, because the 
disorder is of such an extreme type. 


A Case For Dracnosis. LICHEN PLANus (?). Presented by Dr. HAro.tp N. 
Cote and Dr. James E. Driver, Cleveland. 


Mrs. K. C., aged 52, presented an eruption on the body and the vulva and in 
the mouth. She stated that six years before consulting us she noticed peculiar 
white patches on the gums, associated with marked redness of the gingival margin. 
\lmost at the same time she noticed tenderness in the vagina during coitus, and 
investigation showed a similar condition of the vulvae. A few months later bluish- 
red lumps appeared under the breasts and in other body folds. There had never 
been any appreciable degree of pruritus. The patient had been to many clinics 
and had had all manner of tests and examinations of the blood. Roentgen therapy 
had been applied to the vulvae, and recently several teeth had been extracted. Her 
past history was unimportant. 

Examination showed that the skin in the body folds, under each breast, on the 
abdominal inguinal folds, in the internatal cleft and over the spine at the lumbo- 
sacral junction, was involved with papular lesions symmetrically distributed on 
the two sides of the body, arranged singly and in groups, and also forming long, 
raised, ridgelike plaques that followed the cleavage lines of the skin. The lesions 
were brownish purple and sharply defined, standing out from the surface of the 
skin with moderately sharp edges, although showing no infiltration beneath the 
surface. Individual papules were polygonal in outline and exhibited smooth, shiny 
tops. At the base of the neck anteriorly and back of both ears were a few faint 
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nvoluting lesions of the same character. The entire surface of the buccal mucosa 
exhibited a mottling produced by irregular, white, hyperkeratotic plaques dis- 
tributed as islands on red and raw but firm mucous membrane. A similar condition 
as found on the vulvae, except that there was more evidence of atrophy in this 
region. The labia minora and clitoris were absent. There were changes in the 
finger-nails of about three years’ duration. The onset was insidious, and the 

urse had been progressive. The pupillary and tendon reflexes were active; there 
were no pathologic reflexes. The teeth showed marked gingival recession, and 
several had been removed. There was a marble-sized, soft nodule in the midline 
f the thyroid bridge. Pelvic examination had not been made. Numerous soft 
hemorrhoidal tags extruded from the rectum. 

Results of the laboratory examinations were: A voided specimen of urine 
was slightly turbid and acid, with a specific gravity of 1.022, a trace of albumin, 
10 sugar or acetone, numerous white blood cells but no red blood cells or casts. 
\n examination of the blood showed: red cells, 6,350,000, and white cells, 9,400; 
differential count: polymorphonuclears, 48.1 per cent; leukocytes, 37 per cent; 
large mononuclears and transitionals, 11.6 per cent; eosinophils, 2.1 per cent, and 
basophils, 1.7 per cent. The platelets were normal in number. Chemical analysis 
of the blood showed: urea, 18; uric acid, 3, and sugar, 172 mg. The basal 
metabolic rate was +14. 

A biopsy specimen of a lesion from the mucocutaneous junction of the labia 
majora showed a striking round cell infiltration beneath the mucosal epithelium, 
which extended as columns and bands into the subcutaneous tissue. 


DISCUSSION 


Dr. CLARK W. FINNERUuD, Chicago: I thought that this was a case of lichen 
planus, but believe that such a diagnosis does not account for the condition of the 


gums or vagina. There was no record of cultures or other mycotic examination 
having been made, but it is my impression, particularly after talking with Dr. 
Senear and Dr. Wise, that the patient has hypertrophic lichen planus and that she 
also has a chronic yeast infection of the mouth and vagina. 

Dr. SAMUEL AyREs, JR., Los Angeles: Several of the toe-nails and two or 
three of the finger-nails were markedly dystrophic. I think that this is definitely 
due to fungus infection, and I agree with Dr. Finnerud in regard to the other 
lesions. 

Dr. Harotp N. Core, Cleveland: The histologic picture of a biopsy from 
the vulva is that of lichen planus. That is the reason we presented the patient. 


DERMATITIS, TONGUE. Presented by Dr. JoHN E. RAuscHKOLB, Cleveland. 


N. S., a white boy, aged 12, seen on the service of Dr. H. N. Cole and Dr. J. R. 
Driver, gave a history of lesions on the tongue for the past two years. They 
began on the left half of the tongue and gradually extended until most of the 
lorsum, sides and part of the ventral surfaces were involved. They were said to 
hecome more prominent and to recede periodically. There was no subjective 
symptom except that the tongue was rather sensitive to hot foods. He had had 
in attack of diphtheria two years before presentation. 

Examination revealed multiple, sharply defined lesions, which were translucent 
pink, beaded or papillomatous, varying from 1 to 2 mm. in diameter, over the 
lorsum, sides and lateral portion of the ventral surface of the tongue. The tongue 
vas thickened. 

Microscopic examination of a biopsy specimen showed the squamous epithelium 
to be in the form of papillae, which were characterized by clear, rounded, vesicle- 
like spaces in their centers. Amidst these papillae were some irregular spaces 
lined by prominent, somewhat swollen endothelium. These spaces were for the 
nost part empty, but some contained hyalinized red blood corpuscles and others a 
granular, eosinophilic material. 
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Eczema, AsTHMA. Presented by Dr. Eart D. Ossporne, Buffalo. 


Mrs. L. M., aged 37, was first seen on Feb. 7, 1929. She gave a history of the 
onset of asthma in 1913, following an attack of typhoid fever. In 1920, an 
eczematous eruption appeared on the neck, and at intervals since then had been 
present on the face, chest, elbows and back. The eruption was usually worse in 
winter, and when it was worse the asthma tended to improve, and vice versa. For 
the past fifteen years, her general health had been good, except for the asthma 
and eczema. Preceding her first visit, all abscessed teeth had been removed, 
without any improvement. 

The patient was of middle age, fairly well developed and apparently healthy. 
She presented an erythemato-squamous dermatitis in patches, with a tendency to 
confluence over the face, neck, upper portion of the chest and back, the elbows and 
the popliteal spaces. She complained of a moderate amount of asthma at that time. 
The remainder of the examination was essentially negative. 

Smears and cultures were made from the skin, sputum and stool. Examination 
of the smears showed a yeastlike organism. Cultural study, including all of the 
fermentation reaction, showed the organism to be Monilia metalondinensis 
Castellani, the same organism being recovered from the skin, sputum and stool. 
In March, 1929, after securing a pure culture of the organism, inoculations were 
performed on the back. Positive inoculation resulted in each instance, with 
organisms cultured from the skin, sputum and stool. The eczematous patches were 
allowed to develop to about the size of a five cent piece, and during this time the 
organisms were recovered from deep patches in each instance. The patches 
cleared up in about six weeks under local applications and a fractional dose of 
roentgen rays. 

Culture filtrates were prepared, and the patient was tested not only to the thre¢ 
organisms isolated from the skin, sputum and stool, but to Trichophyton crypto 
coccus filtrate and staphylococcus filtrate, as well as to four other Monilia 
organisms. She gave a 2 plus reaction to the staphylococcus filtrate, a 3 plus 
reaction to a Monilia filtrate other than her own and a 3 plus reaction to each 
of the three filtrates prepared from her own culture. Ascending doses of her 
own culture filtrate were given, beginning with 0.2 cc. and gradually increasing 
up to 10 cc. intramuscularly. These injections were started on March 10, and 
by April 21, the asthma was 75 per cent improved, and by June 1, it had 
practically disappeared. She remained practically free from asthma for one year. 
The eczema improved about 95 per cent during the past year and a half, with local 
applications and six fractional doses of roentgen rays. 

On May 11, 1930, reexamination showed the patient’s skin to be almost clear, 
except for a slight amount of eczema around the eyelids. New cultures were 
made from the sputum and stool, and the same organisms were isolated. She was 
again tested to the filtrate from these organisms, and found to react 2 plus to both 
filtrates, indicating that she had lost a good deal of immunity to the toxin con 
tained in the culture filtrates. At this time a thorough sigmoidoscopic examinatio1 
was made by a gastro-enterologist, and no evidence of any pathologic process in 
the lower part of the colon was found. 

On June 9, an intracutaneous injection of a water suspension of the organism 
cultured from the skin, sputum and stool was made into the skin of the back. Thx 
next day fibrotic papules the size of a dime appeared at the site of each injection 
The papules were erythematous, raised and slightly tender. 


DISCUSSION 


Dr. Ricwarp L. Sutton, Kansas City, Mo.: We see a great many of these 
cases. While I realize that the term is not a good one, we commonly speak oi 
them as examples of allergic dermatitis. I know of no better term at present. A 
few days ago I saw a child of asthmatic type whose mother was susceptible to 
hay-fever. The patient has a recurring dermatitis. When the asthma bothers 
her, the dermatitis is not so severe, but in the intervals between the attacks of 
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asthma, she always suffers more or less. In these cases we find that a change 
climate, or exposure to flora different from that to which the patient was 
subject when the disorder developed, and the injection of a foreign protein give 
best results, but in such cases treatment is never satisfactory. 
Dr. Eart D. Osporne, Buffalo: I presented this patient because of the 
opportunity the case gave us for experimental work, and because we had secured 
a positive culture of the same organisms from the skin, sputum and stool. All of 
the organisms proved to be Monilia metalondinensis Castellani. We tested the 
patient’s cutaneous reaction to various types of Monilia and found that she reacted 
markedly to the culture filtrate prepared from the organism isolated from her own 
sputum, stool and skin. We instituted a series of intramuscular injections of this 
culture filtrate, and after a period of several weeks, the asthma completely dis- 
appeared. At first we were able to produce asthmatic attacks with each injection, 
but this tendency was gradually lost. We used control injections of peptone broths 
and hormone broths, with negative results. The eczema, however, did not clear 
up, which may illustrate the point Dr. Sutton brought out, that in many cases as 
the asthma gets better the dermatitis gets worse, and vice versa. We secured 
positive cutaneous inoculations in each of the organisms isolated from the sputum, 
stool and skin, and recovered these organisms four weeks later from the positive 
reactions. The inflammatory nodules present at this time on the skin of the 
back were produced by intracutaneous injections of a watery suspension of the 
\fonilia organisms isolated from the sputum, stool and skin. Controls of hormone 
broth were used. This cutaneous injection with a watery suspension of the 
organisms was many times greater than that in a normal person. The asthma 
has been sensibly absent for a year. We believe that these experimental data 
are of value in the explanation of the association of asthma and eczema. 


¢ 


Dr. SAMUEL Ayres, JR., Los Angeles: We have been doing the same sort of 
tests in some of our cases of dry eczema. In a number of cases we have found 
the cryptococcus and have gotten a positive cutaneous reaction with an extract of 
an autogenous culture. Considerable improvement has followed the use of 
vaccines together with Whitfield’s ointment in cases that look typically eczematous. 


PEMPHIGUS. Presented by Dr. Jonn FE. RAuscHKOLB, Cleveland. 


J. W., a white man, aged 43, stated that seventeen years before presentation 
blisters appeared on the face, and that during the four months previous to 
admission to the hospital, on the service of Dr. H. N. Cole and Dr. J. R. Driver, 
the lesions had spread over the rest of the body. Some of the lesions gradually 
dried and cleared. His past history was unimportant. 

When admitted to the hospital, in May, 1929, the entire body, face, mouth, 
torso, limbs (including the palms and soles) and the genitalia were covered with 
lesions which apparently arose from the normal skin and were made up of thin- 
walled, monolocular bullae that, on pressure, spread, separating the superficial from 
the true skin. The patient complained of dysphagia. Following admission he 
had a number of recurrences of vesicular and bullous lesions, accompanied by 
febrile attacks. 

\bout the seventh month of the disease, the patient began to show marked 
dark brown pigmentation at the site of the healed lesions, and pruritus and 
burning became prominent symptoms, the burning always being inside the chest 
or abdominal wall. Shortly after this it was noted that the lesions were of 
vesicular type, hard and shotty. There also developed on the palms and soles a 
thick, yellow, horny type of epidermis that resembled an arsenic keratitis. This 
condition disappeared about four months after the last administration of arsenic. 

The patient had received the Davis treatment, solution of potassium arsenite, 
tryparsamide and coagulin, and at the time of presentation was receiving quinine 
sulphate, 15 grains (0.97 Gm.) three times a day. 

Biopsy from a bullous lesion and from an early vesicle in the groin showed 
cute and chronic inflammation of the skin. 
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DISCUSSION 
Dr. Harotp N. Cove, Cleveland: I wish to say that this patient had a 
severe case of pemphigus, which cleared up entirely with the Davis treatment. 
He then had a recurrence and almost died, and we gave him quinine. The 
eruption practically cleared up again, only to return to the present state. He was 
also given tryparsamide without much improvement. 


TUBERCULOSIS OF THE ORAL Mucosa. Presented by Dr. E. W. NETHERTON, 
Cleveland. 


A white woman, aged 32, first noticed a small nodule under the tongue, near 
the left lower second bicuspid, in the spring of 1929. Since then new lesions 
appeared near the teeth on the left side of the mouth. Her past history was 
unimportant. Several teeth were removed during the two or three years before 
presentation. 

When presented, she had five nodules involving the mucosa of the left side of 
the mouth, which were round, firm, yellowish pink, smooth, tender and the size 
of a split pea. One was situated under the left anterior portion of the tongue and 
one on the lateral surface of the gum where the left lower second bicuspid was 
removed, and the others were near the upper left molars, involving the adjacent 
buccal mucosa. They could be better made out by palpation. In this region 
the left cheek contained a fairly firm, poorly circumscribed mass that could be 
detected only by palpation. There was no regional adenopathy, necrosis or 
ulceration. 

The Wassermann and Kahn tests gave negative results. Roentgenograms did 
not reveal any pathologic process in the jaws or the chest. 


Histologic examination of one section revealed what appeared to be a small 
lymph gland showing miliary tubercles, with many giant cells. Another section 
showed the mucous membrane of the mouth with some thickening of the epithelial 
layer. Below the epithelium there was a diffuse cellular infiltration consisting of 
lymphocytes, fibroblasts, epithelioid cells and giant cells. Many small tubercles 
were seen. (Biopsy sections were presented.) 


DISCUSSION 


Dr. Henry E. MicHELson, Minneapolis: I think that this is a most extraor- 
dinary type of tuberculoma of the mouth. It is a type that is not necessarily 
associated with systemic tuberculosis. 

Dr. Upo J. Wire, Ann Arbor, Mich.: Another point of interest, according 
to Dr. Netherton, is that this is an entirely nonulcerative type of disorder. It 
is unusual not to have the ulcers break down. 


SYRINGOCYSTADENOMA. Presented by Dr. JoHn E. RauscuKors, Cleveland. 


A Negro, aged 25, was admitted to the hospital on the service of Dr. H. N. 
Cole and Dr. J. R. Driver, because of a penile sore. Physical examination showed 
that over the upper part of the thorax, especially on the anterior surface, were 
a number of well defined, dark brown, circular lesions from 3 .to 4 mm. in 
diameter. The primary lesions were papules. No secondary lesions were seen. 

Microscopic examination of a biopsy specimen showed pigmented skin. The 
epithelium was thin; the papillae were apparently normal. There was little 
keratinization. The corium was marked by large numbers of dilated, empty, 
sebaceous glands, the epithelium of which was thinned. Lymphocytic aggregates 
were present in the adjacent tissue. The vascularity of the tissue was not 
increased. 

The Wassermann reaction of the blood was 4 plus. 
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DISCUSSION 


Dr. J. FRANK FRAsER, New York: I examined the patient carefully, and I 
believe that this is a case of syringocystadenoma. The clinical and histologic 
pictures establish this diagnosis. 

Dr. OttveR S. Ormssy, Chicago: I thought that the case was a typical 
example of syringocystadenoma. These cases are not uncommon in Chicago. 


Lupus, Mitrary. Presented by Dr. HArRo_p N. Cove and Dr. J. R. DRIVER, 
Cleveland. 


Miss E. C., a school teacher, aged 34, for the past several months had noted 
the gradual development of an eruption which had spread over the face. There 
had been no subjective symptom aside from a sensation of dryness, which was 
relieved by cold cream. Her general health was good; there had been no recent 
serious illness and no loss of weight. 

General physical examination gave negative results. No pulmonary lesion 
could be demonstrated; a roentgenogram of the chest was not made. Situated 
over the cheeks one noted a rather extensive, small, papular eruption. The lesions 
were a pale, dusky red, which, under diascopic pressure, assumed a characteristic 
apply-jeliy color. 

Considerable improvement was noted under roentgen therapy 

The biopsy specimen showed an essentially normal epidermis. In the corium, 
particularly in the upper portion, there was a well marked, round cell infiltration, 
especially about the blood vessels. An occasional giant cell could be demonstrated. 


DISCUSSION 

Dr. OLIveR S. Ormssy, Chicago: I think that this is another of the cases 
that we cannot classify definitely. Disseminated miliary lupus of the face is a 
true tuberculosis. The lesions are small, brownish-red, soft, oval or round papules 
often capped with a pustule or a crust. They occur in crops and clear up 
spontaneously, and, as a rule, occur only on the face and neck. Acnitis is simu- 
lated in these cases. The case under discussion resembles the disorder just 
described, but is not identical with it. I believe, however, that it is a form of 
cutaneous tuberculosis. 


Lupus, Mirrtary. Presented by Dr. E. W. NETHERTON, Cleveland. 


A white woman, aged 49, married, stated that about one year before presentation 
a red spot appeared on her right cheek which she thought was an insect bite. A 
similar lesion soon appeared on the left side of the face. Four months later a 
small nodule appeared on the nose near the inner canthus of the right eye. It 
produced obstruction of the lacrimal duct, causing tears to run down the cheek. 
In January, 1930, two small papules appeared on the forehead. These were 
excised in April, and sections were made. The nodule near the eye was removed 
by an oculist in March. 

Histologic examination of this tissue showed a fairly well circumscribed area 
of fibrofatty tissue, in which there were numerous miliary tubercles. 

The patient presented three lesions, one on the right cheek, one on the left 
side of the face and a recurrence of the one near the eye. That on the right 
cheek was a raised, round, smooth, pink nodule, the size of a split-pea, and was 
suggestive of a mole. That on the left side of the face was a smaller, darker red, 
smooth, slightly raised papule. A definite infiltration, with some dull red dis- 
coloration of the skin, involved the postoperative scar. On diascopic examination, 
these lesions showed a deposit in the skin the color of apple jelly. 

Section of the tissue from the forehead showed the epidermis to be very thin, 
with obliteration of the papillary pegs by the infiltration in the corium and sub- 
papillary area. This infiltration was well circumscribed and consisted of lympho- 
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cytes, fibroblasts, epithelioid cells and giant cells, forming tubercles. There was 
infiltration around the hair folticles and the sweat and sebaceous glands. Necrosis 
had not occurred. 

The Wassermann and Kahn tests gave negative results. 

A roentgenogram of the chest showed some fibrosis and exudative infiltration 
in the upper lobe. (Biopsy sections were presented.) 


DISCUSSION 

Dr. E. W. NeruHerton, Cleveland: I agree with Dr. Ormsby regarding the 

preceding case. There is nothing of particular interest about this case except 
that one of the three small lesions was similar to a mole. 


PELLAGRA. Presented by Dr. HArotp N. Core and Dr. J. E. RAuscuHKOoLs, 
Cleveland. 

J. H. B., a man, aged 33, was admitted to the hospital on Feb. 1, 1930, com- 
plaining of sore mouth and feet. One month previous to admission the feet 
began to swell and the skin became discolored, and one week before admission the 
tongue, lips and throat became very red and sore. He said that he had been 
drinking large quantities of “Raisin Jack,’ to the exclusion of many meals. His 
bowels moved two or three times a day. 

The patient was irrational on admission. Inspection of the skin showed lesions 
of the hands, feet, knees, elbows, back of the neck and about the mouth. The 
lesions were sharply defined, glove and stocking-like on the hands and feet, 
brownish black, pigmented and macular, with some secondary scaling. The 
mucous membranes were only slightly reddened. 

Examination of the blood showed 3,980,000 red cells, 14,640 white cells and a 


hemoglobin of 80 per cent. 


DISCUSSION 


Dr. V. Parpo-CastELLo, Havana, Cuba: I wish to remark on the frequency 
with which we see pellagra in alcoholic persons. This case is one of typical 
pellagra; I do not think that it could be called pseudopellagra. In most of our 
cases in Cuba we find a definite history of alcoholism. Dr. Klauder wrote about 
pellagra some time ago and called attentioned to the frequency of its occurrence 
in alcoholic persons. 

Dr. Wiitiam A. Pusey, Chicago: This case, the first I have seen in some 
time, presented the triad of symptoms of pellagra—mental, skin and systemic. It 
is rather uncommon to see a case with all of these symptoms. 

Dr. SAMUEL SWEITZER, Minneapolis: We see many cases in Minneapolis, 
particularly in the summer. These men will drink any kind of alcohol, canned 
heat or anything, and become so intoxicated that they lie out in the sunshine 
and get a heavy dose of sunburn; a terrific bullous eruption develops. Some of 
the bullae are so immense that the skin of the entire hand is lifted up. They 
eat almost nothing whil: drinking, and as a result the pellagra occurs. 

Dr. Ratpu Hopkins, Carville, La.: The pigmentation of the Negro does not 
seem to protect him so far as the occurrence of the lesions of pellagra on the 
surface of the body is concerned. Negroes in the south present not only the 
same lesions as do white persons, but also an identical distribution. 

Dr. JoseEPpH V. KLAuDER, Philadelphia: I think that the patient presents a 
typical picture of pellagra, with a number of rather unusual features. The case 
is a replica of the number that Winkelman and I reported in a paper entitled 
“Pellagra Among Chronic Alcoholic Addicts” (J. A. M. A. 90:364 [Feb. 4] 
1928). 

I wish to call particular attention to the lesion on the scrotum. This is of 
interest in connection with Goldberger’s experimental study, in which he placed 
convicts on a pellagra-producing diet. The notable cutaneous lesion of pellagra 
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that appeared in such patients was on the scrotum. For this reason the diag- 
nosis of pellagra was challenged by some. Following the publication of our 
studies, Dr. Goldberger particularly questioned us relative to the incidence of 
the scrotal lesion in our patients. Such a lesion was not rare. It is frequently 
not observed because the scrotum is not particularly examined. The lesion appears 
early and is transitory, disappearing frequently without residual pigmentation. An 
excellent picture of the scrotal lesion is seen in Merk’s “Atlas of Pellagra.” 

Another unusual feature is the follicular type of eruption on the face. In 
our studies this eruption was unusual, occurring, I believe, in about 2 or 3 of 
100 patients. Again, this eruption is well depicted in Merk’s “Atlas of Pellagra.” 

Dr. WitttAm A. Pusey, Chicago: In our experience alcohol is not a factor 
in these cases so often as it seems to be in the experience of Dr. Pardo-Castello. 

Dr. GeEorGE M. MacKee, New York: Without further observation I am not 
thoroughly satisfied that this case is one of true pellagra. The triad is present, 
but we see that in pseudopellagra as well. The eruption is not sufficiently well 
marginated at the wrists and neck; also, many of the unexposed parts are involved. 
In this case the eruption extends continuously from the fingers to the elbows. 

Dr. HAROLD N. Corer, Cleveland: Dr. Pardo-Castello apparently sees pellagra 
in Cuba, where they have good liquor, while here it is caused by canned heat, 
but I do not think that alcohol has anything to do with it. I believe that 
avitaminosis is the cause. The patients do not eat, and I think that that is the 
cause of true pellagra. 

Dr. Louts B. Mount, Albany, N. Y.: I am glad that Dr. Cole brought this 
point out, for it brought to mind many cases of pellagra in my hospital service. 
If we question these persons as to whether they drink “White Mule,” they say 
that they do, and if we ask them what they eat when they are on a spree, they 
say “nothing at all.” 


KERATOSIS FOLLICULARIS (DARIER’s DISEASE). Presented by Dr. E. GILLespIE, 
Binghamton, N. Y. 


\. S., a girl, aged 8, had an eruption that had been present for a few months. 
Her mother and two brothers had a similar condition of the skin. 

The eruption consisted of brown, corneous papules, varying in size from that 
of a pinpoint to that of a pinhead, at the hairline on the temples, on the neck, 
below the ears, over the glabella and nose and in the clavicular region. 


CONGENITAL EPIDERMAL DEFECT WITH FEATURES OF ICHTHYOSIS AND 
EPIDERMOLYSIS BuULLOSA HEREDITARIA. Presented by Dr. H. J. ParK- 
HURST, Toledo, Ohio. 


J. K., a boy, aged 6, for four winters had had vesicular and bullous lesions, 
especially following trauma. ‘There had always been a great improvement in 
the summer. No relatives were known to have had any serious disease of the 
skin. 

The entire surface of the skin was dry, with an ichthyotic appearance, which 
was most pronounced about the neck, in the axillae and about the elbows, cubital 
areas and lower extremities. There were irregular islands of fairly smooth 
skin, and the lanugo hair growth seemed normal. There was pronounced scaling 
of the scalp, and the cheeks were erythematous and scaling, with a telangiectatic 
network apparently due to exposure to sunlight. The nose showed hyperhidrosis 
and presented tiny vesicles, on erythematous bases, when the patient became warm. 
Here and there about the trunk and shoulders, and especially on the dorsa and 
sides of the feet, were a few large and small vesicles, usually with clear contents. 
Nikolski’s sign was positive. There were no epidermal cysts, and there was little 
r no scarring, although at times the vesicular eruption had been extensive, with 
marked secondary infection. The teeth and nails seemed normal, and the mucous 
urfaces were unaffected. 
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Histologic sections showed disintegration in the mid and upper prickle cell 
layers of the epidermis, at which site the vesicles developed. The elastic tissue 
of the upper derma seemed normal. 

DISCUSSION 

Dr. JAMEs R. Driver, Cleveland. While this case does not correspond exactly 
with some of the cases we have seen, I was under the impression that it was 
ichthyosiform erythroderma, with some bullous lesions. 

Dr. JosErpH GRINDON, St. Louis: This case is confusing. There are spots 
like ichthyosiform erythroderma, but there is usually a seborrheic leukoplakia of 
the scalp in those cases, and this patient’s scalp is free. While there were bullae, 
their appearance was not like that of those sometimes seen in erythroderma, but 
more like that of dermatolysis. I would say that this is a case of ichthyosiform 
erythroderma with peculiar variants. 


A Case FoR DrtaGNosis (LEIOMYOMA?). Presented by Dr. HArot_p N. Core 
and Dr. J. R. Driver, Cleveland. 


E. J., a man, aged 21, stated that about four years before presentation several 
papules developed on the right cheek which had increased in number and slightly 
in size. There had been no tendency to spontaneous disappearance. Aside from 
moderate tenderness on pressure, there had been no subjective symptoms. The 
lesions were most tender in cold weather. 

Numerous pale rose, rounded, pea-sized and smaller tumors covered almost 
the entire right cheek. The lesions began as small pinhead papules and increased 
slowly in size. They had a firm consistency and exhibited no tendency to break 
down. The overlying skin was apparently normal. 

Treatment in the past ten months had consisted of six 4% skin units of roentgen 
ray, a 1 mm. aluminum screen being used. There had been slight improvement. 

Examination of a biopsy specimen showed the epidermis to be normal in 
appearance. There was no acanthosis or cellular infiltration. The most striking 
features were noted in the corium, where one saw an extensive mass of inter- 
lacing strands of smooth muscle fibers separated by fibrous tissue septums. 


DISCUSSION 

Dr. Ricuarp L. Surron, Kansas City, Mo.: I thought that this was a cas« 

of typical leiomyoma. The case brought out the point Dr. Ormsby emphasized 

years ago regarding the attacks of pain when these patients are exposed to a 
sudden change of temperature. I believe it to be a typical case of leiomyoma. 


Dr. JoseErpH GRINDON, St. Louis: This patient said that he had slight pain 
on pressure. I recall Dr. Hardaway’s first case in the literature in which there 
was intense pain on pressure. The histology was gone over by Dr. Heitzman of 
New York, and his explanation was that the pain was due to pressure of the 
tumor on surrounding nerves and near the leiomyoma. 


Dr. OrtveR S. Ormssy, Chicago: In a group of cases that I studied a short 
time ago I went over the literature of all the cases on record, and in most of 
them it was shown that pain developed only after the lesions were of some years’ 
duration. We concluded that the pain is due to pressure of the fibrous tissue on 
the nerve terminals in the tumors. At this time the lesions are hard and fibrous. 


Fox-Forpyce Disease (witH CuRE FOLLOWING THYROIDECTOMY). Presented 
by Dr. E. W. NETHERTON, Cleveland. 
This case was reported in the ARcHIVES (Fox-Fordyce Disease Associated with 
Hyperthyroidism 13:794 [June] 1926). The patient was shown in order to 
present subsequent cbservations. 
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In the previous report it was stated that this patient had an eruption which, 
clinically and histologically, was identical with a rare condition originally reported 
by Fox and Fordyce. She also had marked hyperthyroidism. 

At the time of presentation she showed no signs of this disease. The itching 
ceased a few months after thyroidectomy. The eruption disappeared slowly, and 
hair gradually returned to the axillae. It was sparse, but in 1926, it had been 
completely absent. The improvement in the eruption paralleled the improvement 
in the patient’s general condition following thyroidectomy. 

Original photographs, as well as a biopsy section, taken before and following 
operation, were presented. 

DISCUSSION 


Dr. V. Parpo-CastELLo, Havana, Cuba: I wish to add a case of Fox- 
Fordyce disease in a colored woman, in whom the lesions occurred in the mons 
veneris and axilla. The patient was cured with roentgen therapy and thyroid 
extract. She has remained cured for the last three or four years. 

Dr. Paut A. O'Leary, Rochester, Minn.: I have seen two patients with 
Fox-Fordyce disease at the Mayo Clinic during the past ten years, neither one 
of whom had hypothyroidism or hyperthyroidism. On the other hand, we see 
many patients with diseases of the thyroid gland. I do not believe that there is 
a causal relationship between the two diseases. 


Fox-Forpyce Disease. Presented by Dr. L. J. Carson, Cleveland. 


A white man, aged 22, complained of an itching rash in the axilla, nipples 
and pubis of one and one-half years’ duration. His past history was irrelevant 
except for nervousness. 

The condition had failed to respond to any treatment, including fifteen 4% skin 
unit doses of roentgen ray. Various glandular products were tried without success. 

Examination showed small, rounded papules, varying in size from that of a 
pinhead to that of a match-head. At times the surrounding skin was erythematous 
and indurated; at other times, it was of normal color. The axilla, nipples and 
pubis were the only areas involved. 

3iopsy showed small round cell infiltration, a slight amount of acanthosis and 
hyperkeratosis. The coil glands were dilated, and there was marked perivascular 
infiltration. 


A CAsE FoR DIAGNosis (LEUKOKERATOSIS?). Presented by Dr. F. W. Crecor, 
Indianapolis. 


J. R. C., a white man, aged 63, a druggist, first noticed a white spot on the 
buccal mucous membrane near the left angle of the mouth twenty years before 
presentation. The lesion had been more pronounced on some occasions than on 
others, but had never disappeared, despite treatment by many different physicians. 

The patient stated that he had had psoriasis on the’ chest at the age of 20, < 
gonorrheal infection in boyhood and the usual! diseases of childhood. He had had 
no other disease of the skin, and there was no history of skin disease in the family. 

The clinical appearance of the lesion had not changed materially in several 
months, and the growth could be removed in places without bleeding. Smears 
examined repeatedly had been negative, and cultures had produced no growth. 

The Wassermann reaction had been negative on two examinations. 


DISCUSSION 

Dr. RicHarp L. Sutton, Kansas City, Mo.: We see a good many of these 
cases, probably because we deal with farmers and railroad men in the west, and 
they neglect their teeth. The main point is one of successful treatment. For 
a long time we employed radium, but for the past several years we have depended 
entirely on the electrothermocautery. This clears the lesions up promptly, and 
in my opinion is the most trustworthy treatment we now have at our command. 
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Dr. WiLtiam H. Guy, Pittsburgh: I wish to subscribe to the diagnosis of 
leukokeratosis and suggest the possibility of the denture being at fault. The 
patient stated that he has had this condition since he has worn the denture, which 
is of the red rubber type. We have investigated several cases in which red 
rubber dentures have been worn. With the cooperation of the dental department 
of the University of Pittsburgh the material was analyzed, but no free mercury 
was demonstrated. The early cases were apparently due to impurities, probably 
to mercury, in the denture. At present no red rubber is used which contains 
free mercury. The conclusion drawn by the dental department was that in most 
cases the condition is due to malocclusion, faulty fitting and sometimes to shrinkage 
of the gums, and in all cases there is a considerable amount of calculus formation 
which occurs more frequently when red rubber plates are worn than with other 
types. Many patients obtain relief by wearing instead a properly fitted metallic 
plate, usually of gold. 

Dr. James H. MITCHELL, Chicago: I have a patient under observation who 
has had three different red rubber dentures. He has great discomfort, but is 
relieved at night after removing the plates. His dentist tried several kinds of 
red rubber but all produced the same type of eruption. In addition to that he 
has some white patches in the mouth that suggested leukoplakia, but when examined 
in potassium hydroxide were found to consist of masses of mycelia and spores. 
This man has also a Monilia infection in the stool and between the toes. 

Dr. H. H. Hazen, Washington, D. C.: This man is also a chronic user of 
chewing tobacco. I think that this point should not be entirely neglected in the 


discussion. 


SUMMER Prurico. Presented by Dr. Howarp J. PArkKuurRst, Toledo, Ohio. 


W. J., a man, aged 41, a boat builder, presented a diffuse, dry, erythematous, 


macular and papular eruption on the face, neck and dorsa of the hands. The 
forehead and arms were not affected; the patient always wore a cap and a long 
sleeved shirt while working. He had always worked on the water, but the 
eruption had been present only for twelve summers, appearing in April and 
fading in October. The original onset followed a severe case of sunburn, with 
vesiculation. On several occasions, when the patient stayed away from the water 
for a week or two, the eruption disappeared, even while he was exposed daily 
to the direct summer sunlight. He handled no tar, creosote or other irritant 
The eruption had never been vesicular. There was no hematoporphyrin in the 
urine. The usual minimum erythema dose of ultraviolet light applied to the fore 
arm had produced a pronounced painful erythema with vesicle formation. Creosote 
had been administered internally, with no apparent benefit. 


DISCUSSION 


Dr. WitviaM A. Pusey, Chicago: I think that this case is interesting because 
of the lack of involvement of the nose. I agree with the diagnosis of summer 
prurigo. 


A CAsE FoR DraGnosis (NEvus?). Presented by Dr. Harotp N. Core and 
Dr. J. R. Driver, Cleveland. 


H. L., a girl, aged 10, presented a growth on the left great toe. It was 
stated that the process began as a small spot on the toe six years before presenta- 
tion, and that it followed an automobile accident. The toe was slightly tender. 

Physical examination showed the left great toe to be enlarged over the outer 
and the upper aspect, and a bluish gray. It was nodular along the inner and 
upper border and had a verrucous-like change. There were no enlarged glands. 
A roentgenogram of the bone showed nothing of note. 

3iopsy showed simply a parakeratosis and verrucous change of the epidermis. 
There was a slight cellular infiltration around the blood vessels. 
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DISCUSSION 

Dr. Witt1AmM A. Pusey, Chicago: It seemed to me that in the facts pre- 
sented we could not exclude a pigmented nevus, and that the automobile accident 
probably had nothing to do with it. 

Dr. Jonn E. Lane, New Haven, Conn.: The area was constantly covered 
by perspiration, which I think was not noted in the history. This point suggests 
in involvement of the nerves, although it does not explain the cause of the 
hyperhidrosis. 

Dr. Harotp N. Core, Cleveland: We thought that the case was a nevoid 


affair. 


\ Case FoR DtaGNosis (Lupus VULGARIS ERYTHEMATOIDES?). Presented by 
Dr. M. J. Grpans, Akron, Ohio. 


R. E., aged 27, a clerk, first noticed an eruption on the back of his neck four 
ir five years before presentation, after long exposure to the sun. It may have 


been present before, but it was quite irritable at that time, and the patient's 


attention was called to it. 

The family and past histories were negative. Two years before presentation 
he received two roentgen treatments, ten injections of a gold compound and, for 
two to three months, daily exposure to the mercury quartz lamp, and he thought 
that the condition was improved. He was first seen sixteen months before presenta- 
tion, when the condition was about the same as at the time of presentation, except 
that there were not as many satellites. Since then he had not received any 
treatment. 

Inspection of the left side of the dorsum of the neck revealed two dime-sized 
lesions with one satellite, and on the right side a larger lesion with three satellites. 
Lower down on each side were several atrophic scars which the patient thought 
were former lesions. 

Four days before presentation he was again exposed to the sun, and the lesions 
hecame irritable, changing irom pink to fiery red, and raising more above the 
level of the skin. Since then the inflammation had subsided. 

Diascopic pressure on a large patch revealed yellow miliary nodules. 


DISCUSSION 


Dr. WALTER J. HiGHMAN, New York: I should like to know on what 
particular feature this designation was based. 

Dr. Joun E. Lane, New Haven, Conn.: I thought that the case was an 
erythematous lupus. 

Dr. M. J. Grpans, Cleveland: The reason that I offered this diagnosis was 
hecause I thought that I detected several yellowish spots on pressure after the 
patient had been exposed to the sun. He is relieved after exposure to the 
quartz lamp. 

Dr. Water J. HicumMan: I think that there are many anomalies and 
contradictory factors in both the conception of the case and the designation. Lupus 
erythematosus may clinically simulate tuberculosis. The yellowish nodules that 
are like those in lupus vulgaris do not indicate that the case is not lupus erythema 
tosus. The nodules are due to clumping of the elastic fibers, as Arndt pointed 
out. If further examination is made of these nodules, we find that we cannot 
penetrate them, whereas in lupus vulgaris we can. As to this disorder getting 
vorse in the sun and not getting worse under ultraviolet treatment, I am baffled, 
for it is the ultraviolet rays which so greatly damage the skin. I should hesitate 
to treat any patient with a condition that I thought was lupus erythematosus 
vith any form of actinotherapy, because the disease is stimulated by such treat- 
ment. I think that the case presented is lupus erythematosus, and whatever the 
inomalous observations are I should hesitate to use actinic therapy, because this 
case is just the type that will result fatally if activated to dissemination. 
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Dr. Jos—EpH GRINDON, St. Louis: This case reminds me of a patient I havc 
had under observation for some time, a young man with undoubted lupus erythema- 
tosus. This man becomes decidedly worse in summer. He and two of his sisters 
are particularly liable to sunburn after exposure of only half an hour. However, 
careful search for hematoporphyrin showed none. In this case a few quartz light 
irradiations seemed to benefit the patient, although I fully realize that as Dr. 
Highman just said, it seems a wrong treatment to use. May there not be some- 
thing in the difference of the wave lengths between the sun and those of the 
quartz light te explain the variance in effect? Certain wave lengths have a 
specific effect in some diseases, and I think that this may explain what seems 
to be an anomaly here. 


MACULAR ATROPHY. Presented by Dr. S. Lirrman and Dr. I. LEviIneE, Cleveland. 


This family group consisted of the father, mother and one young son. The 
condition started with the father in whom for some time small, pinkish, edematous 
spots that itched moderately and on subsiding would leave atrophic scars had been 
developing. Later Mrs. G. became similarly afflicted, and three and a half years 
before presentation the same condition developed in one son. A _ brother and 
sister of this boy had thus far been spared. 


DISCUSSION 

Dr. JoHN ButLer, Minneapolis: In the child and the father there was definite 
macular atrophy, but in the case of the mother there were small bladder-like tumors 
freely movable that corresponded, to my notion, with the multiple benign tumor- 
like growths described by Schweninger and Buzzi. 

Dr. FRED Wise, New York: I thought that in the child the disease was not 
macular atrophy but chickenpox scars. 

Dr. WALTER J. H1GHMAN, New York: I had the same impression that Dr. 
Wise had and carefully interrogated the mother, who said that the spots appeared 
a year before the child had chickenpox, but increased after the disappearance 
of the chickenpox. 


Lupus VULGARIS, GENERALIZED TUBERCULOUS ADENITIS, AND PULMONARY 

TUBERCULOsIS. Presented by Dr. E. W. NetHerton, Cleveland. 

A Negro, aged 38, with an unimportant family history, gave a personal history 
of chancre in 1918, treated by four injections of arsphenamine, and of pneumonia 
in 1924. 

Three years before presentation enlarged glands developed in the neck, for 
which he received roentgen therapy, followed by some improvement. Two years 
later a lesion appeared near the right corner of the mouth, and since then other 
lesions developed on the face, palate and left eye. For the six months prior to 
presentation he had had a cough. The glands over the body had gradually enlarged. 

He presented pea-sized, raised, brownish, slightly scaly or smooth granulo- 
matous lesions near the right corner of the mouth, on the left upper eyelid and 
in the right eyebrow. They were slightly umbilicated. The margin of the right 
nostril showed a linear, smooth, brownish infiltration. There was a chronic 
granulomatous infiltration on the palate, the surface of which was studded with 
small yellowish points. The nasal cavity was involved. On the left eye, at the 
limbus corneae, there was a gray, round, smooth papule the size of a match-head, 
associated with an exudative process in the pupillary zone. 

The distal phalanx of the right index finger was involved in an old destructive 
osteomyelitis, and there were also large cystic swellings over the wrists. 

The Wassermann and Kahn tests both gave 4 plus reactions. The red blood 
cells numbered 3,880,000, the white blood cells 4,950 and the hemoglobin 70 per 
cent. The differential count gave: polymorphonuclears, 59 per cent; eosinophils, 
2 per cent; small lymphocytes, 30 per cent; large lymphocytes, 1 per cent, and 
transitionals, 9 per cent. 
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A roentgenogram of the chest showed active pulmonary tuberculosis. 

Biopsy sections of lymph gland, cutaneous lesion and palate showed essentially 
the same histologic picture. There were numerous areas of localized granulomatous 
infiltration, consisting of lymphocytes and proliferation of the fixed tissues, but 
little or no necrosis. A section of the lymph gland showed many miliary tubercles 
with many giant cells. In the skin there was definite reaction around the hair 
follicles and the sweat and sebaceous glands. The epidermis consisted of only 
a few layers. Sections from the three tissues were examined for tubercle bacilli, 
with negative results. 

This patient had received sixteen injections of mercury succinimide without 
benefit. (Biopsy sections were presented.) 


DISCUSSION 
Dr. S. E. Sweitzer, Minneapolis: This case was interesting largely because 
of the condition in the mouth. The patient had an ulcerated condition of the 
oral mucous membrane, and, I think, a severe case of pulmonary tuberculosis. I 
should call the condition around the mouth tuberculosis cutis ulcerosa. 


KERATOSIS FOLLICULARIS (DARIER’s DISEASE). Presented by Dr. E. GILLEsPIE, 
Cleveland. 


C. S., a boy, aged 20, had an eruption which began at the age of 8. His 
mother, one sister and one brother had a similar condition of the skin. 

The eruption began on the face and scalp, gradually spreading to the body. It 
consisted of pinhead-sized and larger, discrete and confluent, brown, corneous 
papules on the chest, back, face and scalp, and a beginning eruption on the 


exteusor surface of the forearms. 
There were no subjective symptoms except a slight burning of the face in 
the summer. 
DISCUSSION 


Dr. E. Gi_Lespie, Cleveland: The interest in this case lies in the fact that 
the patient’s mother, one sister and one brother have the same condition. The 
mother has a very marked case. 


LYMPHADENITIS (SYPHILITIC). Presented by Dr. L. J. Carson, Cleveland. 


A white man, aged 45, an American, was admitted to the hospital because of 
swellings in the abdomen, groin, axilla and neck, of one and one-half years’ 
duration. His past history was irrelevant except for syphilis, for which he was 
treated at Lakeside Hospital up to two years before presentation. 

The patient stated that one and one-half years before presentation, he noticed 
a small swelling in the groin; shortly thereafter, swellings also appeared in the 
neck, axillae and abdomen. These swellings were not painful, but the patient 
was troubled with indigestion and vomiting. 

Physical examination showed that the patient was emaciated and appeared to 
be acutely ill. The pupils were irregular and fixed. The reflexes were normal. 
All of the lymph glands, cervical, axillary and inguinal, were enlarged to a size 
varying from that of a pea to that of a walnut, discrete and not painful. Those 
of the abdomen varied in size to that of an orange. The liver and spleen were 
barely palpable. The rest of the physical examination was essentially negative. 

The urine and stools were normal. The Wassermann reaction was 4 plus. 
Examination of the blood showed: 4,010,000 red cells and 6,700 white cells; 
differential count: polymorphonuclears, 40 per cent; small lymphocytes, 58 per 
cent; large lymphocytes, 5 per cent, and transitionals, 1 per cent. 

Roentgenograms of the gastro-intestinal tract were negative. 

A biopsy section of an inguinal gland showed moderate proliferation of 
lymphoid cells, with occasional areas of scarring. The architecture of the lymph 
gland was well preserved. 
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DISCUSSION 


Dr. JosEpH GRINDON, St. Louis: This patient has 50 per cent of small 


lymphocytes. There are only a few small lesions on the back, ‘but those that 
are present look to me like leukemia cutis. 


DYSKERATOSIS CONGENITA WITH PIGMENTATION, DysTROPHIA UNGUIS AND 
LEUKOKERATOSIS ORIs. Presented by Dr. Harotp N. Core, Dr. J. R. 
DRIVER and Dr. JoHN Toomey, Cleveland. 


This case was described in full in the Arcuives (21:71 [Jan.] 1930). 


DISCUSSION 


Dr. Martin F. EnGMan, St. Louis: I presented, I think two years ago, 
before the Chicago Dermatological Society, a boy with an identical condition. We 
had observed this boy and a brother, and both were presented subsequently at 
a meeting of the Mississippi Valley Dermatological Association. The disease 
began in those boys when they were 7 or 8 years old. There were changes in 
the tongue and in the mucous membrane of the mouth, with a peculiar dryness of 
the skin and irritation. This has gone on until there is now a marked change 
in the skin of the whole body. The pigmentation seems to be perifollicular. 
There are marked changes with subsequent bullous formations in the scrotum 
and around the fingers and hands, especially from injury. We have not given 
a name to these cases, but have tried to investigate them chemically, and I think 
that we have an idea as to the basic condition that presents the peculiar appear 
ance of the mucous membranes of the skin, but we have not yet gone far enough 
to be absolutely convinced of our observations. I think that the patient Dr. Cole 
showed today and reported on some time ago is identical with our two cases. 

Dr. GeorGE M. MacKee, New York: I wish to call particular attention 
to the condition of the tongue. It resembles the triad seen in late syphilis, namely, 
interstitial glossitis, smooth atrophy and leukoplakia. If the tongue of this patient 
has always been in this condition, it is a congenital defect, but if it has been 
acquired, I suggest that the patient be tested for syphilis. 

Dr. H. H. Hazen, Washington, D. C.: Just before leaving Washington | 
had an opportunity to observe one of these cases in a boy, aged 18. The condition 
was just beginning, with lesions on the ends of the fingers, the mucous membranes 
and particularly on the skin of the face. There is no history of similar disease 
in the family. 


\CRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. S. Littman, 

Cleveland. 

Mrs. K., aged 62, complained of severe itching and burning of the arms and 
legs for two years before presentation. She attributed this to a scabies infection 
from which the entire family suffered about two years before presentation. She 
had since used sulphur ointment almost continuously. 

The arms and legs presented a confluent redness with marked atrophy and 
wrinkling, accompanied by a distinct formation of telangiectasia. 


POIKILODERMA ATROPHICANS VASCULARE? Presented by Dr. C. G. Larocco 
and Dr. C. L. CumMer, Cleveland. 


A. M., a white woman, aged 36, married, presented lesions of the skin of ten 
years’ duration. The skin of the face, neck, chest, breasts and upper portion of 
the back was dusky red and showed generalized furfuraceous scaling. Telangiec 
tasia was present in some areas, and there was a certain amount of atrophy of 
the skin. There was an involvement of the flexures of the elbows. When new 
areas appeared, they took the form of erythematous macules or patches. 
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The patient was presented at a meeting of the Cleveland Dermatological Society, 
lan. 14, 1929, at which time opinion was divided, diagnoses of poikiloderma, 
radiodermatitis and lichen planus being suggested. 

The history indicated that the patient had received roentgen therapy in 1925; 
she stated that fifteen treatments were given. 

The basal metabolic rate was normal, and the Wassermann reaction was 
negative. 

On Jan. 30, 1929, examination of a biopsy specimen showed the epithelial layer 
to be slightly hyperplastic and covered with an excess of keratin. In the sub- 
papillary layer and also in the corium, there was an excess of loose fibrous tissue 
and foci of mononuclear cells, situated occasionally about some blood vessels. 
There was no excess of blood vessels. The slide was exhibited. 

The medical department made a diagnosis of simple adenoma of the thyroid. 


DISCUSSION 


Dr. Joun E. Lane, New Haven, Conn.: I do not think that this is a case 
of poikiloderma atrophicans vasculare. I could not see definite atrophy. There 
were elevated papules over the whole area. There was some suggestion of vascular 
dilatation, which might have been due to the roentgen ray. The pigmentation was 
not scattered, but was definite and uniform over the neck. The patient received 
fifteen roentgen treatments of a dosage not stated. My impression is that there 
was no definite lichenification over the whole area, that the pigmentation was 
possibly due to the roentgen ray and that the regular pigmentation on the neck 
might have been caused by some of the various ointments that had been applied 
for a long time. 

Dr. WiLitAM A. Pusey, Chicago: I was much interested in this case. There 
was some pigmentation in the folds of the elbows in addition to that in other 
areas. I think that the disease is not due to the roentgen ray. I was not struck 
by any particular vascularity, but there were two rather striking conditions: 
one was the confinement of the lesions to the exposed area of the neck and chest, 
and the other, the pigmentation in the folds of the elbows. If there were no 
pigmentation in the elbows I should be inclined to think that the disease was due 
to sensitization to light. The patient has a lichenified skin. I am inclined to 
regard the case not as peculiar, but as a chronic lichenification of the skin from 
external irritation. The woman has a pasty, yellowish skin with a good deal 
of pigment in it naturally, and 1 think that the rest of the pigmentation may have 
resulted from a simple inflammatory reaction. 

Dr. Frep Wise, New York: I think that the patient has poikiloderma 
vasculare, on the basis of the sclerotic skin and the vascularity. I think that this 
is an early case, and it is difficult to make a definite statement about such cases 
in the early stages. I believe that if the patient is watched for a few years, this 
diagnosis will be proved. 

Dr. SIGMUND PoLtitzER, New York: I also think that this is a case of 
poikiloderma atrophicans vasculare. With regard to the roentgen dermatitis, I 
should like to ask why the patient was given roentgen therapy. Did she not 
have the lesions before the roentgen rays were used? 

Dr. CirypE L. CumMERr, Cleveland: We cannot obtain a detailed history from 
the patient, except that she had an inflammatory condition of the skin for which 
she had received roentgen therapy elsewhere. 

Dr. Orrver S. Ormssy, Chicago: I had the opportunity of studying two 
cases of poikiloderma atrophicans vasculare, and there is little resemblance in 
this case to poikiloderma, if the cases I studied were that disease. However, this 
multiform disease may appear in forms not yet described. Some of the reported 
cases have resembled lichen planus and others lupus erythematosus, but all have 
presented areas resembling healed roentgen dermatitis. This patient’s lesions were 
chiefly papular and resembled both lichen planus and lupus erythematosus, both of 
which will have to be considered. 





176 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. Wittiam A. Pusey, Chicago: I examined the patient carefully for 
atrophy and could not find it; Dr. Lane had the same experience. 

Dr. Orto H. Foerster, Chicago: There are many instances of cases being 
presented with a possible diagnosis of poikiloderma, and it seems to me that this 
case is one that is difficult to place. I think with Dr. Ormsby, that it can be 
studied from the standpoint of poikiloderma, lupus erythematosus and lichen planus 
atrophicans. 

Dr. Joun E. Lane: I might add that I presented a case with a possible 
diagnosis of poikiloderma before the New York Dermatological Society, which 
promptly turned out to be mycosis fungoides. I have seen several similar cases 
so reported, but I do not think that that is the diagnosis here. 


DERMATITIS (MONILIA TROPICALIS, CASTELLANI). Presented by Dr. Eart D. 
OsBORNE, Buffalo. 


Mr. C. A. was first examined on Oct. 10, 1928. He gave a history of having 
suffered from an eruption involving the fingers and nails in 1922, with a generalized 
cutaneous eruption and the loss of the left eye from the infection at that time. 
He recovered in three months from the generalized dermatitis, but the eruption 
on the fingers continued and gradually spread to the first and second joints. He 
had another attack of the same nature in 1927, and again in February, 1928. During 
each attack, a generalized exfoliative dermatitis developed. During the general 
ized attack, the fingers would improve only to become worse again when the 
generalized dermatitis cleared up. During these six years he had had recurrent 
eczematous attacks in the groin and the perianal regions. 

At the time of examination in October, 1928, he presented a pustular, crustaceous 
eruption of all of the fingers, except the right forefinger. Many of the nails 
had been exfoliated, and those that remained were atrophic and undermined with 
pus. Local applications of all known kinds had been used, as well as the roentgen 
ray, ultraviolet light, nonspecific protein therapy, etc., without avail. 

Smears and cultures were made from the fingers. Yeastlike organisms were 
found on examination of the smears, and further cultural studies and fermentation 
tests showed that the organism was Monilia tropicalis, Castellani. The organism 
developed mycelia in phosphate plates under partial oxygen tension. A _ positive 
inoculation was secured on the back between the shoulder blades, and the organ 
isms were recovered from the positive inoculation. 

A culture filtrate was prepared, and the patient was tested to his own filtrate, 
to staphylococcus filtrate, to tricophytin and to three other Monilia filtrates. He 
gave a mild reaction to each of the Monilia filtrates and a 3 slus reaction to his 
own filtrate. Three days later he was given a subcutaneous injection of 0.4 cc. 
of his own filtrate; within twelve hours he suffered from chills, fever, malaise 
and a generalized erythema. He was immediately placed in the hospital, and 
within two days, a complete, generalized, exfoliative dermatitis developed. His 
fingers improved remarkably during this time, and in three weeks he was able to 
leave the hospital, but the skin on the body was not entirely clear. He was 
seen again two months later, at which time the fingers were again involved, and 
the general body surface was entirely free. Again, the filtrate was tried, with 
smaller dosage, and a week was allowed to elapse between the first and second 
injection. Following the second injection of 0.2 cc., a generalized erythema 
developed, and he went through the same sort of siege at the hospital that he 
had the first time. In order to be sure that the generalized dermatitis was produced 
by the Monilia toxin, he was then given three subcutaneous injections of the broth 
used in preparing the filtrate, with no reaction. 


DISCUSSION 


Dr. OrtrveR S. Ormssy, Chicago: I was interested to hear a discussion on 
the work that has been done in this case for the reason that I have had a similar 
case under observation for ten years. We studied it under the clinical diagnosis 
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of dermatitis repens. In our work, no etiologic factor was demonstrated. I was 
much interested, therefore, to observe Dr. Osborne’s observations in what we have 
termed dermatitis repens. The patient had the classic history of an injury to 
the thumb as the initial lesion. I should like to hear further from Dr. Osborne 
concerning the work. 

Dr. Frep Wise, New York: I wish to ask whether Castellani described 
lesions of this kind in conjunction with Monilia, or whether he found lesions in 
connection with Monilia. 

Dr. Eart D. Ossorne, Buffalo: Dr. Castellani has described Monilia 
tropicalis in several instances. After securing a positive culture of the same 
organism on several occasions, we were interested in trying to prove or disprove 
the pathogenicity of this particular Monilia. We believe, with Dr. Fred Weidman, 
that if mycotic organisms are to be regarded as pathogenic agents, in many cases 
experiments with positive human inoculation must be performed. This patient 
has willingly cooperated, and he has been under the observation of either Dr. 
Wendy or myself since 1915. At one time a diagnosis of pemphigus foliaceus was 
made in another city. The outstanding feature of the case is that he has constantly 
had these lesions of dermatitis repens on his fingers, with destruction of the 
nail and subsequent atrophy of the skin. At intervals of a few weeks or a few 
months, he has had attacks of exfoliative dermatitis, varying in severity from a 
mild erythematosquamous dermatitis to a severe pustular dermatitis, and during 
one attack of the severe form a panophthalmia developed, and it was necessary 
to remove the eye. Inoculation experiments have been positive, with recovery 
of the organisms from the skin four weeks following inoculation. Suitable controls 
were used. A culture filtrate was prepared from the growth of Monilia tropicalis, 
and the patient was carefully tested with this filtrate. A series of gradually 
increasing dosages was given subcutaneously. After the third or fourth injection 
a violent exfoliative dermatitis developed, and the patient was in the hospital for 
more than four weeks. Six months later, we cautiously repeated the filtrate injec- 
tions, giving a minute dose, and again a generalized dermatitis developed. Suitable 
controls were always used in the filtrate experiment. I believe that in this case 
we have fairly definitely proved the pathogenicity of Monilia tropicalis, Castellani, 
and demonstrated the effect of its toxin when injected into the body. 


ANGIOKERATOSIS. Presented by Dr. S. LittMaAn and Dr. I. Levine, Cleveland. 


J. F., a man, aged 58, stated that about a year and a half before presentation 
he noticed small, bright red spots on the scrotum which were rather firm and 
bled when he picked at them. Outside of being present the lesions did not bother 
him. Since that time the lesions had become more numerous, presenting bright 
red, keratotic papules on the scrotum. The patient had been under more or 
less active treatment for syphilis since May, 1927. At the time of presentation, 
the Wassermann reaction of the blood was negative. However, the slide precipita- 
tion tests were 4 plus. 

DISCUSSION 

Dr. Ricuarp L. Sutron, Kansas City, Mo.: I think that this is a typical 
case of angiokeratosis. Dr. Wise found the angiokeratosis of Fordyce entirely 
different from that of Mibelli. While they do differ somewhat histologically, I 
think that we must still class these lesions with the angiokeratomas. 


AcNE AGMINATA. Presented by Dr. E. W. Netuerton, Cleveland. 

A white man, aged 32, married, a street-car conductor, gave a history of 
measles, mumps and chickenpox, and of a sinus infection two years before presenta- 
tion. His family history was irrelevant. 


In August, 1928, an acute facial dermatitis developed, which was diagnosed 
as “ivy poisoning.” Before this subsided, numerous brown “pimples” began to 
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appear on the face. When first seen on Jan. 4, 1929, he presented numerous 
grouped, follicular, round, globular, smooth papules, varying in size from that 
of a pinhead to that of a match-head, on the forehead, cheeks and central 
portion of the face, with a few scattered over the scalp and upper extremities. 
Some of the lesions had a yellow center from which a thick purulent exudate 
could be expressed. A few comedones were present. Subjective symptoms were 
absent. A photograph was presented showing the condition as it was when 
first seen. 

The Wassermann reaction was negative, and a roentgenogram of the chest 
was normal. 

The treatment prescribed was gold sodium thiosulphate, the patient receiving 
1.1 Gm. over a period of nine months. He improved steadily, and on September 5, 
was seen for the last time. 








Acne agminata of six months’ duration. 


At the time of presentation, there were numerous varioliform scars on the 
face. Some still showed a brownish infiltration at the base. The grouping was 
striking. A few small, gray to brown, lupoid papules were present, especially 
around the eyes and on the chin. There were a few indolent, firm papules on 
the arms. 

A biopsy specimen from the arm showed the following: The epidermis 
showed a moderate amount of hyperkeratosis, with plugging of the follicular 
orifices. In the corium there was a well circumscribed area of infiltration which 
extended into the subcutaneous fat. This infiltration consisted of lymphocytes 
surrounding a larger proliferative zone of fibroblasts, epithelioid cells, lymphocytes 
and an occasional giant cell. The central zone showed necrosis invaded by 
leukocytes. There was definite infiltration involving the pilosebaceous structures. 
At the lower margin of the section there were three well defined areas of 
lymphocytes, epithelioid cells and giant cells. These could be considered as 
miliary tubercles. (Biopsy sections were presented.) 
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DISSECTING CELLULITIS OF THE SCALP {PERIFOLLICULITIS CAPITIS ABSCEDENS 
ET SUFFODIENS). Presented by Dr. R. E. Barney, Cleveland. 


This article will be published in full in a later issue of the ARCHIVES. 


DISCUSSION 
Dr. Henry E. MICHELSON, Minneapolis: Dr. Barney’s case is an excellent 
example of Hoffman’s disease. The pathologic slides show the case to be peri- 
follicular from its inception. The therapeutic result is splendid and should be 
commented on, for this disease is usually obstinate. 


A CASE FOR DrtAGNosis (HopGKIN’s DISEASE? STERNBERG’S TUBERCULOSIS?). 
Presented by Dr. E. W. NETHERTON, Cleveland. 


A white man, aged 34, married, with three children living and well, reported 
an unimportant personal history except for an appendectomy eight years before 
presentation. His mother died of cancer of the stomach. 

Six months before presentation the patient noticed a small subcutaneous nodule 
on the inner aspect of the right thigh. Since then, many subcutaneous nodules 
had appeared on the thighs and scattered over the trunk and buttocks. There 
were no subjective symptoms. He had lost 20 pounds (9 Kg.) in the past six 
weeks, but was still fairly well nourished. The numerous subcutaneous nodules 
were round or oval, firm, discrete for the most part, although some were con- 
fluent, and fairly well circumscribed. They varied in size from that of a hazelnut 
to that of a walnut. The skin over the nodules was not attached to the lesions 
and was normal in appearance. 

The inguinal, axillary and left epitrochlear glands were enlarged. The spleen 
was palpable. The heart was enlarged, and roentgenograms of the chest showed 
considerable infiltration of the hilus of the right lung. 

Chemical analysis of the blood showed: sugar, 109 mg. per hundred cubic 
centimeters; urea, 18 mg.; nonprotein nitrogen, 39.2 mg.; calcium, 9.6 mg., and 
cholesterol, 238 mg. The Wassermann and Kahn tests of the blood gave negative 
results. 

Examination of the blood showed: red cells, 4,000,000; white cells, 6,050, and 
hemoglobin, 75 per cent; differential count: polymorphonuclears, 62 per cent; 
eosinophils, 4 per cent; small lymphocytes, 28 per cent, and transitionals 6 per cent. 

Two biopsy specimens were taken, one showing the more inflammatory reaction 
of the early stage and the other a later stage of the disease. The process was 
located in the subcutaneous fat. The section showed fibrofatty tissue, with con- 
siderable lymphocytic infiltration in the fat, especially at the periphery of the 
nodules, and numerous thick-walled blood vessels throughout. The central portion 
was made up of dense, fragmented, hyalinized, relatively acellular connective tissue, 
in which there were numerous, fairly large, irregular, clear spaces not lined with 
endothelium. In other areas there was a combination of fat tissue, lymphoid 
infiltration and many small hyalinized blood vessels. Plasma cells were present 
in some sections, and there was definite perivascular infiltration in places. Biopsy 
of the lymph gland was refused. 

The patient had received three intramuscular injections of 0.2 Gm. of 
potassium bismuth tartrate, and had taken a small amount of potassium iodide by 
mouth without any change in the lesions, although he was no longer losing weight. 
(Biopsy sections were presented.) 


DISCUSSION 


Dr. J. FRANK FRASER, New York: I think that this is an interesting case; 
it is unfortunate that the patient has refused the removal of a lymph node for 
microscopic examination. While the histologic picture of the section of the skin 
is not entirely convincing, I think that there are features about it that suggest 
Hodgkin’s disease. I should not be surprised if further study and the removal of 
a lymph node would show definite Hodgkin’s disease. 
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Dr. Joun H. StoKkes, Philadelphia: I recall a case of Fred Harris,’ which | 
think some other members may remember, of Sternberg’s tuberculosis. The 
patient had plaquelike infiltrations in the skin, and he also had papulonecrotic 
tuberculids. If that patient had evidence of tuberculosis at this time I think that 
we would not hesitate to express such a diagnosis. It seems to me that the 
picture in the present case is not convincing in one way, but that it suggests 
several possibilities. In other particulars, I think that it is very suggestive of 
tuberculosis, and I wish to offer the tentative diagnosis of Sternberg’s tuberculosis 
with multiple glandular enlargement. 


A Case FOR DIAGNOSIS (LYMPHOBLASTOMA? Mycosis FUNGOIDES?). Presented 
by Dr. H. N. Core and Dr. J. R. Driver, Cleveland. 


J. R., aged 50, stated that he had always been in good health until five years 
before presentation, when he had an appendectomy with secondary infection which 
resulted in an extensive ventral hernia. He said that three days after the operation 
a rash developed on the border, of the wound which persisted and which gradually 
spread over the body, accompanied by itching when he became warm. He had 
been taking a prescription for his bowels for the past five or six years, but did not 
know what it contained. 

Physical examination revealed nothing abnormal aside from a large ventral 
hernia on the right. The red blood count was 4,800,000, the hemoglobin, 90 per 
cent and the white count, 6,000. The differential count showed nothing abnormal. 
The urine showed a definite trace of sugar. The blood sugar was 0.128. 

The patient showed almost a generalized eruption of the body, which was made 
up of small, bright red venules which had a tendency to arrange themselves in 
loops and parts of loops in places. There were not many areas of definite purpura, 
but here and there one noted definite telangiectactic spots around the scar, and 
on the abdomen there were confluent reddish vascular changes. These blanched 
quite well with pressure, and this was true of most of the vascularities over the 
body. In some places there was a suggestion of a beginning atrophy, but nothing 
definite as yet in the skin. 

The biopsy specimen showed an increased size of the capillary bed and an 
increase in the numbers of capillaries. The epithelium was normal in appearance. 
The deeper layers of the corium were densely infiltrated by mononuclear cells 
which had relatively large hyperchromatic nuclei. The morphology of these cells 
varied. Their outlines ranged from round or oval to distinctly spindle. In 
some areas they had the appearance of actively proliferating fibroblasts with rich 
collagen deposition. In other areas they appeared to fill the longitudinal tissue 
interspaces. The infiltration extended for a considerable distance into the sub- 
cutaneous tissue. The cells bore no particular relation to the blood vessels, which 
were quite numerous. Professor Karsner suggested the possibility of Hodgkin's 
disease or leukemic infiltration. 


DISCUSSION 


Dr. GeorGeE M. MacKere, New York: This patient has a rather diffuse 
passive hyperemia or perhaps telangiectasia. There are several clinical possibilities, 
but I will mention only one. When the skin is dehematized by pressure, small 
areas of distinct infiltration may be seen. This infiltration suggests the possibility 
of lymphoblastoma. 

Dr. Upo J. Wire, Ann Arbor, Mich.: That suggestion is borne out by the 
note in the history that the diagnosis of leukemia was suggested by Professor 
Karsner. 

Dr. S1GMUND PoLLitzerR, New York: I suggest the diagnosis of mycosis 
fungoides. 
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\CRODERMATITIS ATROPHICANS VASCULARIS. Presented by Dr. JouN A, 
GAMMEL, Cleveland. 


H. J., aged 41, noticed red spots on both feet for the first time ten years 
before presentation. This condition had progressed ever since, but very slowly. 
There were almost no subjective symptoms, except for some soreness in the bones. 
The patient was married. He stated that he had not had venereal infection, 
and the Wassermann reaction was negative. 

General physical examination was negative. On the dorsum of both feet and 
extending te the ankles and the lower third of the lower limb, the skin was 
atrophic, red and very thick. 





CHICAGO DERMATOLOGICAL SOCIETY 
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GENERALIZED TELANGIECTASIS. Presented by Drs. F. E. SENEAR and M. Caro. 


H. O., a white girl, aged 7%, gave a history of having had a skin disorder 
without change since birth. The right arm and right leg had always been bluish 
and cold. The family history was negative for similar disorders. 

Telangiectases were profusely scattered on the face, the neck and both the 
upper and lower extremities, but most prominently on the face. On the left 
cheek there was a slightly elevated spider nevus. On the trunk were many pale 
red, irregularly shaped macular patches of erythema, varying in size from that 
of a pea to that of a dime. These became more red as they extended to the chest, 
and in them could be seen the first appearance of fine capillaries, gradually 
passing on to larger telangiectases on the neck. The right arm and leg were 
cyanotic. Moderate dermographism was present everywhere except on the right 
arm and leg. 

A general physical examination showed no definite evidence of visceral disease. 
The scalp showed an irregular hair line, the teeth were dystrophic with an 
almost complete lack of enamel, the palate was high-arched, the scapulae were 
scaphoid, and the pupils were normal in both appearance and reflexes. 

The Pirquet test was negative. The results of the Kahn test of the blood were 
negative. A roentgenogram of the chest was negative. The results of the urinalysis 
were negative. The blood count showed: hemoglobin, 68 per cent; red blood cells, 
4,070,000: white blood cells, 14,000; lymphocytes, 33 per cent; mononuclears, 
3.5 per cent; polymerphonuclears, 62 per cent, and eosinophils, 1.5 per cent. 
The chemical analysis of the blood showed: sugar, 83; nonprotein nitrogen, 32: 
chlorides, 485, and cholesterol, 192. An intradermal injection of 0.1 cc. physio- 
logic solution of sodium chloride into the skin of the right forearm was absorbed 
in fifty minutes (normal). 

The histologic examination of the biopsy specimen taken from the chest showed 
many dilated capillaries in the upper part of the corium, most of them surrounded 
by a thin mantle of round cell and spindle cell infiltration. There was also a 
diffuse slight spindle cell infiltration throughout the corium. 


DISCUSSION 


Dr. Upo J. Wire: I think that no one can say anything more about this 
case than that it is one of generalized telangiectasis. There may be some 
significance in the fact that the chiid is below par physically. I think that the 
case is an extraordinary one of generalized telangiectasis. It shows the vascular 
changes as they occur in sebaceous adenoma, and I think that there is a slight 
resemblance to this condition in the telangiectasia that occurs on the face. 
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Dr. MAx WIEN: This case was seen by one of the members of the Depart- 
ment of Neurology who stated that the case presented the clinical characteristics 
of a syndrome described by Oppenheim in which there is found a_ tuberous 
sclerosis of the brain. He stated that capillary microscopic studies revealed 
hyalinization of the peripheral blood vessels and that similar changes have also 
been found in the deeper blood vessels in these cases. 


A Case FoR DrIAGNOsIs (DERMATITIS NODULARIS NECROTICA?). Presented 
by Dr. W. W. DUEMLING. 


K. R., a man, aged 22, was first seen in July, 1929. He stated that in October, 
1928, he suffered a trivial injury to the external malleolus of the left foot, and a 
“blood blister” appeared at this site. Soon thereafter similar lesions appeared 
in succession over the elbows, buttocks, knees and feet. They were not accom- 
panied by subjective symptoms, nor did the cutaneous condition affect the general 
health. The lesions involuted by desiccation and exfoliation, but recurred in 
crops, chiefly over the sites of pressure, but also on the face and genitalia. The 
anterior trunk remained strikingly free from the eruption. In the spring of 
1929, he spit blood on several occasions, and a roentgen diagnosis of pulmonary 
tuberculosis was made, but tubercle bacilli were never demonstrated in the 
sputum, and tuberculin tests were negative with both human and bovine serums. 

At this time examination showed an eruption with a predilection for the 
elbows, buttocks, knees and feet. There were scattered lesions on the palms, 
soles and genitalia. The lesions were for the most part papular and nodular 
with central softening and hemorrhage. Some were papulovesicular, but the 
fluid soon became cloudy with an admixture of blood and pus. On involution there 
remained scars and pigmentation. At one time groups of pinhead-sized papules 
appeared over the back and involuted, leaving pigment. 

In January, 1930, he was prevailed on to enter a tuberculosis sanatorium, 
where he improved markedly under general measures, including alpine light and 
arsenic by mouth. He left there after one month’s stay, and soon thereafter a 
destructive lesion appeared involving the right tonsillar fossa and encroaching 
on the uvula. When last seen, three weeks before the present meeting, the trunk, 
which had always remained comparatively free, presented the eruption which 
was present at this time. 

All laboratory examinations including blood cultures, Kahn and Wassermann 
tests, yielded nothing of diagnostic aid. Biopsies were shown. 


DISCUSSION 


Dr. Upo J. Wire: The photographic illustration of this case in the beginning, 
together with the microscopic appearance, I think, are more than suggestive of 
angiokeratoma. The occurrence of blisters which became hemorrhagic, then 
purulent and which left fixed scars over the points of pressure on the knees and 
ankles are precisely those described in that disease. I think that the association 
of this disorder with tuberculosis is in line with many cases of angiokeratoma 
which have been described. However, the extraordinary yellowish xanthoma-like 
plaques over the back and legs are at variance with any picture that I have 
ever seen in which angiokeratoma was the ultimate diagnosis. Some of the 
lesions on the extremities and dependent portions of the body suggested that 
the patient might be having a severe form of toxic erythema from which the 
color was disappearing and leaving an almost urticarial wheal. I have no sug- 
gestions to offer regarding the condition on the back and still think that the 
patient may have angiokeratoma. 

Dr. WitttAmM A. Pusey: Do ou group the two conditions together? 

Dr. Upo J. Wire: I cannot group them together except to explain the recent 
acute eruption as toxic erythema. This is particularly suggested by the eruption 
on the palm, some annular lesions of which are still red or pinkish red. 
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Dr. Paut A. O’LEARY: Some of the members present will probably remember 
the case that Dr. Michelson presented at the meeting of the Dermatological Con- 
ference of the Mississippi Valley in Minneapolis last October. The patient was 
a young girl with lesions on the hands, elbows and knees which closely resembled 
those in the case under discussion. I had also observed this girl about a year 
before and had made a diagnosis of organizing xanthoma. Dr. Michelson was 
unable to confirm that diagnosis. Further study of the histopathologic sections 
did not change our diagnosis, although we endeavored to establish a diagnosis of 
amyloid degeneration. I believe that a diagnosis of chronic organized xantho- 
matosis is justified in the case just presented. 

Dr. H. E. Micuetson: I am only able to discuss this case in relation to the 
one that Dr. O’Leary has spoken of. The picture here is similar to the one in 
that case, but on careful study of our patient we have repeatedly found Staphylo- 
occus albus. We have treated our patient by a method that one of our pathologists 
suggested, and the condition has improved. On looking at the sections of the 
present case, the lesions seem at first to be papular. One would have to have 
specimens of the lesions on the back to be certain if all of the lesions were the 
same. My impression is that this disorder is similar to the one that we have 
had under observation in which we felt that we were dealing with pyoderma. 

Dr. H. R. Foerster: I am interested in Dr. Michelson’s remarks because 
the history, photographs, present clinical picture and histology of the larger lesions 
suggest to me the possibility of this being an example of dermatitis papillaris 
necrotica. I believe that the scattered nodules may be due to vascular dissemina- 
tion of attenuated cocci not of sufficient virulence to produce the symptoms of 
septicemia, but able to produce localized reactions in the tissues. 

Dr. OtiverR S. Ormssy: I think that when a patient like this is presented, 
in whose case no one can make a diagnosis, we should give our impressions. 
Dr. Duemling brought his patient from a long distance, and I wish to express 
my appreciation of that. I cannot place the case, but have a suggestion that 
seems worth while. In the last five or six years there has been a group of cases 
in which amyloid degeneration was found in the lesions, and the description of 
the cases resembles this patient’s lesions. We are not familiar with amyloidosis 
cutis, for it is practically a new disorder. In amyloidosis cutis, the lesions com- 
posed of papules, nodules and plaques may occur generally or may be localized. 
In the generalized cases, an opaline sheen has been present, as well as pigmenta- 
tion similar to that seen in lichen planus. Amyloid was found readily in the 
lesions, including those occurring in the mucosa. In the present case amyloidosis 
cutis can be ruled out or confirmed by a microscopic study. 

Dr. Upo J. WiLe: Have any of the reported cases of amyloid degeneration 
of the skin been associated with tuberculosis? Because of the tendency for 
amyloid disease to occur with tuberculosis I am wondering whether or not the 
long-standing chronic disease of the lungs is of that type. 

Dr. H. E. Micherson: Amyloid degeneration is not as yet explained, but 

occurs in the internal organs in tuberculosis, syphilis and other chronic condi- 
tions. In the skin it rarely occurs as part of a general amyloidosis and more 
commonly, but still infrequently, as a local change in the skin. In the local form 
the clinical picture is nearly that of a lichen chronicus simplex, with translucent 
papules. The amyloid is found subepithelially in the papillary body. The demon- 
stration of this substance requires special stains. 

Dr. OrtveR S. Ormssy: In my discussion I referred to amyloidosis cutis, 
a generalized papular, nodular and plaque disorder, and did not have in mind the 
several other cutaneous diseases in which amyloid degeneration may be found in 
occasional lesions. 

Dr. O. H. Foerster: May I ask about the ulcer that this patient had on 
the soft palate? Was it tuberculous, and does it belong to the cutaneous picture? 

Dr. Witt1am A. Pusey: I have nothing to add except to express the same 
sort of doubt in the case. All of the discussion except that of Dr. Wile and 
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Dr. Ormsby has put into more elaborate language the same idea that Dr. Wik 
had in mind. The term pyoderma was used. The discussers undoubtedly meant a 
hematogenous pyoderma, and that term is often dangerous to use in dermatology 
if one wishes to avoid confusion. The majority of lesions on this patient’s body 
bore a striking resemblance to many conditions seen in the skin. I had the patient 
stand up, and the lesions then resembled strikingly the lesions of urticaria pig 
mentosa. At closer view they resembled urticaria. I do not mean to say that the 
disease is either one, but it bears a resemblance to many of these chronic, toxic 
dermatoses. I would only say that the patient has a toxic dermatosis, presumably 
due to a pyogenic infection. I was interested in Dr. Wile’s suggestion of Mibelli’s 
disease. He knows so much more about Mibelli’s disease than any of the rest 
of us, and has shown us so often where we were wrong, that I would not dare 
to confront him in a case like this, but I did not think of the lesions on the toes 
as being Mibelli’s disease. 

Dr. W. W. DvueEmLiING: Answering Dr. Foerster, I can only say that the 
lesions on the soft palate look much like the lesions on the back. I have nothing 
to add, but am grateful for the generous discussion and the suggestions, particularly 
that regarding amyeloid degeneration. It is an entirely new thought to me, and 
I shall follow it out. 


LICHEN SPINULOsIS. Presented by Dr. RUBEN NOMLAND (by invitation). 


A Negro boy, aged 5, was first seen in August, 1928, when he presented an 
eruption of two months’ duration. His mother stated that the condition began 
shortly after an attack of measles, and that the lesions appeared in the “spots” 
where the measles exanthem had been. At that time the patches were in the 
same areas as they now are, but they were much smaller, being about 2 cm. in 
diameter. Since then the lesions have enlarged by peripheral extension and fusion. 

The boy was in good general health. The eruption was present ou the abdomen, 
thighs, legs, back and arms. It consisted of patches varying from small ones to 
those the size of a palm, which were sharply demarcated from the normal skin. 
Each follicle in a patch was the site of a keratosis, a good many of which were 
definitely spinous. 

General examination revealed only enlarged hypertrophic tonsils. The Wasser- 
mann reaction of the blood was negative. 


LICHEN SCROFULOSORUM. Presented by Drs. F. E. SENEAR AND MAx WIEN. 


C. L. E., aged 6, first presented an eruption on the trunk that was noted by 
the grandmother the first week in April, 1930. The condition appeared as groups 
of elevated small spots first on the chest, next on the back and the abdomen, and 
then on the extremities. It was itchy at the onset and resembled “prickly heat.” 
For about one month preceding the onset of the eruption the child had had night 
sweats, cough of an unproductive character, a rise in temperature in the afternoon 
and loss of weight, and for the past two weeks had complained of pain in the chest 
beneath the scapulae, which was aggravated by coughing. 

The patient had had measles, mumps, pertussis and pneumonia. 

Examination of the chest revealed transient, suspicious symptoms in the apex 
of the left lung, and roentgenograms of the chest revealed evidences of peri- 
bronchial and peritracheal adenitis. 

The urine and the blood count were normal. Chemical analysis of the blood 
revealed a low sugar content (90 mg. per hundred cubic centimeters) and a 
chloride estimation of 442 mg. per hundred cubic centimeters. The results of 
the Kahn test were negative. 

Inspection showed a generalized eruption of round and oval groups of slightly 
elevated, follicular papules, ranging in size from that of a pea to that of a quarter, 
and slightly lighter in color than the surrounding skin. The surfaces were 
shiny, and a dry whitish scale was noted in some of the patches. The eruption 
was practically confined to the trunk, with some extension posterior to both ears. 
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[he report of the biopsy examination was as follows: “There is a thick 
scale with islands of parakeratosis and with many layers of pigment granules. 

“The epidermis is thinned in several places to but a few layers of cells by 
masses of infiltration in the corium. In the intervening areas the epidermis 
shows no pathological changes. The basal layer contains much brown pigment. 

“The infiltration involves the upper part of the corium in the form of well- 
defined zones. The largest of these is grouped about a hair-follicle and consists 
of a dense mass of macrophages with several Langhans giant-cells and a few 
lymphocytes and connective tissue cells and with several scattered small areas 
of necrosis. There are several other similar well-defined masses of dense infiltra- 
tion lying in the upper part of the corium, all of them reaching right up to the 
thinned epidermis. 

“The deeper part of the corium is normal except for loose mantles of infiltra- 
tion of macrophages and lymphocytes about the blood vessels.” 


CasE FOR D1aGnosis (LICHEN SCROFULOSORUM?). Presented by Drs. F. E. 
SENEAR and Max WIEN. 


T. McM., aged 3%, first presented an eruption on the arms in January, 1929. 
The condition gradually spread to the legs and finally appeared on the chest 
about three months before presentation, remaining unchanged since that time. 
The mother stated that the first spots on the arms appeared like “ringworm 
spots.” There was moderate itching, and the condition had not responded to 
local treatment. The mother stated that immediately after birth, the child pre- 
sented some peculiar dark greenish blue spots, the size varying from a fifty cent 
piece to larger areas, some the size of a grape fruit. The face was spared, 
and the back showed the greatest involvement at that time. There was mild 
itching. The lesions disappeared as the child grew older, but the mother believed 
that the present eruption corresponded almost exactly in location to the former 
condition. 

The child had measles at 2 years of age, and in March, 1929, had an attack 
that, from the description, might have been a grand mal seizure. Night sweats 
had been profuse during the past year. There was no loss of weight, and the 
appetite remained good. 

Physical examination yielded essentially negative results. 

Laboratory observations were: The urine revealed a slight trace of albumin. 
The blood count was normal, with a hemoglobin of 75 per cent. Chemical 
analysis of the blood revealed: sugar 73 mg. per hundred cubic centimeters; 
nonprotein nitrogen, 26, and cholesterol, 179. The Wassermann reaction of the 
blood was negative. The result of the Pirquet test was 1+. A roentgenogram 
of the chest was suggestive of hilar tuberculosis. 

Examination of the condition showed a generalized eruption of discrete, scaly 
patches with irregular margins, varying in size from that of a pea to that of a coin, 
on the trunk, face and extremities, with the greatest involvement on the extensor 
surfaces of the extremities. The lesions consisted of patches, ranging in color 
from pink to white, made up of discrete follicular papules that coalesced to form 
the larger patches, especially on the extremities. They were covered with a 
scale and fine hairlike spines projected from some of the papules. 


PISCUSSION (THREE CASES) 


Dr. Ortver S. Ormssy: I do not believe that we have had any simple 
disorder that has been as confusjng as lichen spinulosis. I know that all of the 
members of my department have been wondering what the case presented by 
Dr. Nomland was, and I have been wondering also. The original description 
of Crocker stated that it was a disorder that occurred in children on the neck, 
buttocks, abdomen and extensor surfaces of the arms, characterized by small 
papules with horny spines; that it lasted indefinitely without treatment, but soon 
responded to local treatment. A little later it was brought out that one type 
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of trichophytid was lichen spinulosis. Then the question arose whether all were 
not symptomatic of ringworm. I think all that we can say is that what we 
have been calling lichen spinulosis is a toxic disorder. The lesions of ringworm 
are a little more discrete. In the seborrheic and psoriasiform types of ringworm 
the lesions are collected in patches. They also are grouped in patches in the 
original lichen spinulosis. The second case, shown by Dr. Senear, was classic 
lichen scrofulosorum, and I think that the third case was of the same nature. 
The duration of the lesions was too long for trichophytid. 

Dr. Wittram A. Pusey: I wish to call attention to the rare presentation 
of these cases of lichen scrofulosorum. 

Dr. J. H. Mitrcuett: The toxic origin of lichen spinulosis is interesting to 
me in that I saw a young woman last year, with a classic case of what | 
understand to be that disorder. In the routine taking of the history I found 
that she took phenolphthalein. I treated the large patches with roentgen rays 
and instructed her not to take any more of the drug. Later I gave her a large 
dose of phenolphthalein and she returned next day with marked activity in all 
of the original patches. Whether or not this was lichen spinulosis I do not 
know, but it was what I have always taken to be that disorder, and it was 
activated by phenolphthalein. 

Dr. S. W. Becker: I think that lichen spinulosis is an expression of the 
follicular system to various definite changes. Sometimes, as Dr. Mitchell stated. 
the agent may be a drug, or it may be a toxin of some organism, such as 
diphtheria toxin, as in a case that I recently recorded. It may be due to 
arsphenamine and to other things. I think that the older descriptions, which 
you will find in Crocker’s textbook of the patches of disorder, whether they 
start on the thighs or elsewhere, state that some of the patches persist throughout 
life, and I wonder whether the colored boy does not present this type. 

Dr. Davip LIEBERTHAL: Lichen spinulosis may occur in association with 
scaly dermatoses, as lichen planus seborrhea, etc., or without them. The cases 
of the former group clear up in a short time under appropriate treatment. 

Dr. RuBEN NoMLAND: In children we not infrequently see patches of 
more or less scaly dermatitis with hyperkeratosis around the hair follicles, which 
we can only call toxic lichenoid dermatitis. I do not know what the cause is in 
the patient whom I presented, but the disorder had been present for two years, 
with extension of the process. 

Dr. F. E. SENEAR: I only wish to say, in line with Dr. Lieberthal’s dis- 
cussion, that we had hoped to show a third patient today whose case was demon- 
strated in the clinic last Friday. That child had what we thought was a seborrheic 
dermatitis, with much more inflammation than in the present case, and with 
lesions around the axillae and the sides of the neck and scattered elsewhere on 
the body. We later thought that it was a case of lichen spinulosus, closely 
simulating Dr. Nomland’s case, but much more inflammatory. 


CASE FOR DraGnosis (PITYRIASIS ROSEA? Pityriasis LICHENOIDES ET 
VARIOLIFORMIS AcCUTA?). Presented by Dr. H. RATTNER (by invitation). 


A man, aged 40, stated that for the past seven weeks his body had been 
covered with numerous discrete lesions which itched slightly at times. 

The eruption consisted of reddish, pea-sized maculopapules with rounded tops 
and no scaling. The lesions varied from round to oval. Distinct vesicles had 
not been noticed. The lesions were confined symmetrically to the lower trunk 
and the inner surfaces of the arms and thighs. The back and chest were prac- 
tically free. 

The patient had been under observation for three weeks, and in that time the 
character of the lesions and the extent of the eruption had not changed. His 
general health was good. 

Physical examination revealed no pathologic conditions. 
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[he Wassermann reaction of the blood was negative, and the differential 
‘icture of the blood was normal. 

Examination of the biopsy specimen showed: intercellular and intracellular 
edema of the epidermis, with a superficial vesicle covered only by a scale. 


DISCUSSION 


Dr. O. H. Foerster: My first impression was that this was a case of 
pityriasis lichenoides acuta, but a hasty examination seemed to indicate the 
presence of vesicles on the apexes of some of the papules and certain regressive 
changes. The eruption was present only eight weeks. I think that the micro- 
scopic picture is not out of keeping with this diagnosis, though I am still in 
doubt about its correctness. The case presents an interesting picture and is out 
of the ordinary. 

Dr. E. A. Ovtver: I was told before the patient was brought in that the 
case was to be presented as one of possible pityriasis lichenoides acuta. I 
examined the patient carefully for signs of that disease, and I believe that the 
suggestion made by Dr. Waugh, that it is an atypical case of pityriasis rosea, is 
the best. This case, while it is debatable, is not quite of the type that Dr. Senear 
and I have seen. For a case that has lasted eight weeks, there is not the 
vesicle formation or necrosis that there should be. In the cases of lichenoides 
acuta that we have seen and from what we have read, the minute one sees them 
they strike one as being maculopapular syphilids. That is the first thing that one 
thinks of, but in the absence of the formation of vesicles and the varioliform 
scarring I do not believe that this condition is lichenoides acuta, although the 
microscopic section is similar to the slides that we have examined. 

Dr. F. E. SENEAR: I am of much the same opinion as Dr. Oliver and think 
that the suggestion made by Dr. Waugh is good. The lesions were largely on 
the upper trunk and arms, and while they were of the papular type, those that 
were larger seemed to me to be much like pityriasis rosea. I think that if the 
eruption clears up in a short time it will probably place the case in that group. 

Dr. HERBERT RATTNER: Before this discussion I thought that the case 
might fit in with the ones that Dr. Oliver described several months ago. At the 
first examination the diagnosis of pityriasis rosea was considered, and the 
patient was treated with ultraviolet rays, but the eruption was not affected. 

Dr. W. A. Pusey: Dr. Rattner has shown this patient to me for several 
days, and as I studied the case, even before anyone offered the suggestion that it 
was pityriasis rosea, I became convinced that the case is one of papular pityriasis 
rosea. The lesions are not abundant but intense. A few lesions are fairly large 
ind have the distinct color of pityriasis rosea. This morning Dr. Rattner intro- 
duced this case as a new disease, lichen varioliformis necrotica acuta; I looked 
at it with interest and, as usual, protested against introducing a new Latin name 
for something that we do not know much about. As Dr. Rattner read the 
description I was impressed, however, with the fact that this case does not fit in 
with the ones that have been described. It does not resemble a syphilid, and it 
has no necrotic lesions. It has the usual distribution, and I became convinced, 


+ 


before hearing the discussion, that it was an anomalous case of pityriasis rosea. 


A CASE FoR DraGNosis (PERIADENITIS MucosA NECROTICA, RECURRENS?). 
Presented by Drs. F. E. SENEAR, MAX WIEN and M. O. PERLSTEIN. 


H. L., a girl, aged 17, white, unmarried, was seen for the first time in April, 
1930, with the following history: For the past year she had had recurrent ulcers 
in the mouth and on the external genitalia. The lesions in the mouth first appeared 
in the left buccal mucosa at the level of the last molar and extended anteriorly. 

hey began as pimples which healed and ulcerated. Six months after the onset 
f the condition, the right buccal mucosa became involved. Since then the old 


1 


ilcers had healed and new ones had formed. During the past year there were 
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about seven ulcers on the vulva; the majority healed spontaneously, but one 
extensive one on the right labium was cauterized in the fall of 1929, to effect 
healing. All of the ulcers were painful, and the vulvar lesions were associated 
with moderate leukorrhea. 

The general history was essentially negative, except that the patient had had 
pain on urination for the past year, and that the menses had been irregular since 
beginning at the age of 14. She said that she had had sexual relations at the 
age of 15. She had had the usual diseases of childhood. 

Her mother was living and well; her father was in the Elgin State Hos- 
pital. Her paternal grandfather also was insane. 

On the first examination there was a deep-seated, punched-out ulcer about 
2 cm. in diameter opposite the right second molar, with a soft rolling edge and 
a grayish, tenacious secretion at the base. On the left buccal mucosa were two 
similar lesions, 2 cm. and 1 cm. in diameter, respectively. There was no adenitis. 
On the left labium majora was an oval shaped ulcer about 3 cm. in its largest 
diameter, with sharp margins and granulating base. There was a small pea-sized 
alcer just below the larger lesion. The right labium majora was scarred in its 
lower third from the cauterization, but there were no active lesions. All of the 
ulcers were tender. Two weeks later the lesions in the mouth were almost com- 
pletely healed. The vulvar ulcers had fused, were less painful and had a foul 
discharge. One month after the first examination all of the ulcers were healed 
with scarring. Two weeks later (May 15) a small pea-sized ulcer appeared on 
the inner surface of the lower lip. 

Physical examination and a roentgenographic examination of the chest were 
negative. 

The results of urinalysis and examinations of the blood were negative. A 
smear taken from the ulcer in the mouth contained a heterogeneous collection of 
bacteria, but no spirillum or Vincent’s organisms. A vaginal smear contained 
Bacillus crassus in addition to the normal flora, but no spirochetes were noted. 
There was no evidence of venereal disease. Cultures from lesions in the mouth 
were negative for fungi. 

The treatment consisted in mild antiseptic mouth washes and hot boric dress- 
ings to the genitalia. 

DISCUSSION 


Dr. Upo J. Wire: I believe that there is legitimate objection to the name, 
as I recall it, of “periadenitis mucosa necrotica recurrens.” Dr. Pusey suggested 
that the condition should be called recurrent canker sores. At any rate, these 
cases are interesting in their resemblance to papulonecrotic tuberculids as they 
occur on the body. The analogy can be carried out only in the clinical resem- 
blance, however. We saw some cases of the same type in San Francisco. An 
interesting point is that they are practically always found in women. Dr. O’Leary 
says that he has seen a large group. I wish that someone would suggest a new 
name that would be more suitable. I think that the lesions are minute infarctions 
of the mucous membrane and, so, suggestive of an embolic process. 


Dr. Paut O'LEARY: We “diagnosticate” these cases aphthous stomatitis and 
vulvitis. Histopathologic sections from the lesions, both from the mouth and 
vulva, did not show evidence of tuberculosis. Neither do we believe that the 
lesions belong to the group of papulonecrotic tuberculids. I do not believe that 
the fact that the same organism is obtained from the active lesions and the 
attendant discharge is of any significance. These cases offer a baffling thera- 
peutic problem. The use of neoarsphenamine, gold and other stimulating measures, 
particularly a diet high in vitamin, have been of value. I believe that the disease 
is a systemic one with these local manifestations. Hysterectomy has been done, 
because of the associated, profuse, vaginal discharge, without material benefit. 

Dr. W. A. Pusey: I have been interested in these cases for a long time 
under an old name. To my mind they correspond exactly to the herpes about the 
lips. They are recurrent frequently, as herpes is recurrent frequently. They 





SOCIETY TRANSACTIONS 189 


ccur in debilitated subjects and are a manifestation of some systemic distur- 
bance. I know a member of this Society who suffered from the disorder for 
many years. I know another man who gets aphthae in the mouth every time he 
eats tomatoes. The unusual amount of pain is another point in favor of herpes. 


Dr. OttveR S. Ormssy: The acute aphthous lesions that we commonly call 
canker sores to my mind are entirely different from periadenitis mucosa necrotica 
recurrens. Aphthous stomatitis is caused by sensitization to food, and the under- 
lying cause is often oatmeal. I have seen a number of cases in which with- 
drawal of oatmeal from the diet cleared up the disease. Undoubtedly other foods 
may also be causative in certain cases. On the other hand, periadenitis is a 
deep nodular and ulcerative disease. Some of the lesions are as large as a 
hazelnut. I have seen some cases of lesions strikingly like tuberculosis in the 
mouth, and I thought, as Dr. Wile said, that tuberculosis would have to be con- 
sidered in the diagnosis of this case. I think that the disease is an entity which 
can be separated from all forms of canker sores and herpes and that it is a 
much more serious disorder than either of these. We have had experiences 
similar to that of others in the treatment. We have used arsphenamine and other 
drugs in general treatment with varying results, and for the past two years we 
have been using trichloracetic acid on the lesions, with good results. We make 
an application on the lesions, and they clear up more rapidly than heretofore. 
This, however, does not prevent recurrences. The systemic factor is well borne 
out by a case in which the hemoglobin was down to 30 per cent, due to the fact 
that the patient was unable to take food. The pain was so intense that she could 
neither eat nor sleep. I am not prepared to say what the disorder is, but I 
think that it is a deep-seated and probably systemic condition, the solution of 
which has not been worked out. 

Dr. H. E. Micnetson: In Professor Oppenheim’s clinic in Vienna such 
patients are always given calcium in large doses. I do not know what effect 
calcium has, for I did not see the patients again, and have not used it myself. 


Dr. Davip LIEBERTHAL: The lesions in the mouth of the patient closely 
resemble those of the aphthae which I have seen promptly disappear under the 
application of fused silver nitrate. It is to be regretted that we could not see 
the lesions on the vulva. The ulcus vulvae acutum was first described by 
Lipschultz. It occurs only in virgins. 


Dr. C. W. Frnnerup: The reason that the vulva was not shown today was 
because it is now free from lesions, but it is stated that lesions have recurred on 
six or eight occasions during the year. The same organism, B. crassus, was 
demonstrated on smears from all of the areas on each occasion, as I understand it. 
The organism is a saprophyte and has not been definitely proved to be etiologic. 
The scar that was shown in the photograph was probably largely from the use 
of an electrocautery, as even the larger lesions leave relatively little scarring. 
Perhaps Dr. Perlstein can tell us more definitely about the case. 

Dr. MINNIE O. PERLSTEIN: At the time of the first examination the only 
lesions present were those on the left labium majora and in the mouth. The 
lesions on the external genitalia were of about three weeks’ duration. They 
began as pea-sized papules which ulcerated within from twenty-four to forty- 
eight hours. By coalescence large ulcers were found. Because of the great 
amount of pain, a thorough examination of the genital organs could not be made. 
While we were making arrangements to use general anesthesia to permit such 
an examination, the existing vulvar lesions healed under treatment with hot 
dressings. 

Dr. Max S. Wi1EN: When we first saw this patient we wondered about the 
frequency of occurrence of oral and vulvar lesions in the same patient, and on 
looking up the literature found that the reports of such an occurrence were 
numerous. We found one reference, however, to the occurrence of vulvar lesions 
in association with periadenitis mucosa necrotica recurrens. This was in a dis- 
cussion by Fordyce of a case of aphthous stomatitis presented by H. Fox (Arcu. 
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DerMAT & Sypu. 2:255 [Aug.] 1920). The patient presented by us appeared 
quite sick when we first saw her. She looks much better now with the exception 
of appearing anemic and neurotic. We plan a more complete general examination 
for evidences of tuberculosis or other systemic disease. 

Dr. W. A. Pusey: I can describe fairly well the lesions of periadenitis 
mucosa necrotica, etc., for I used to have them. They begin suddenly with a 
painful inflammatory nodule. Then they quickly break down, leaving a little 
round excoriation which quickly shows a considerable degree of necrosis, going 
down to the derma. This patient showed that today. There is an ulcer with a 
necrotic base. The peculiar characteristics are that the lesion burns constantly, 
is accompanied by an extraordinary amount of pain and leaves little scarring. 
Why should these patients not have lesions on the vulva? What better situation 
could there be? How many cases of chancre have started from herpes? I was 
discussing the lesion on the inside of the mouth, and I wish to protest against a 
new name for this old condition. 


Dr. Paut O'Leary: The frequency with which bilateral lesions are noted 
would tend to rule out the diagnosis of herpes. 

Dr. W. A. Pusey: It is not my experience that these lesions are bilateral, 
or that herpes is unilateral. The lesions occur anywhere in the mouth, even under 
the tongue, with an atrocious amount of pain that makes such patients go without 
food. The lesions are irregular in distribution. In my experience they do not 
recur in the same spot. Herpes of the lip may develop from various causes; 
one person may get it on going out into the wind, another on having the stomach 
upset or, it may occur in a woman, when having menstrual disturbance. 

Dr. OLIVER S. OrMssBy: I think that we all have the same impression that 
aphthous stomatitis should be kept distinct from periadenitis mucosa necrotica 
recurrens. 

Dr. M. H. Expert: In ordinary cases of herpes simplex, whether on the lips, 
genitalia or the skin of other parts of the body, it is common to get positive 
results from inoculation of the bacillus in rabbits, guinea-pigs and dogs, and 
there are characteristic histologic determinations that show nuclear inclusions. [| 
have frequently repeated these experiments. Templeton, in 1926, repeated these 
inoculations with the apthae lesions of the more superficial type, and, as I recall 
it, his determinations were negative, which is definite proof that such lesions are 
not of herpetic origin. 


PELLAGRA. Presented by Dr. T. CORNBLEET (for the Cook County Hospital 
Dermatological Staff). 


W. R., a white man, aged 60, had had an eruption on his elbows and the 
backs of his hands for three months. Previous to the eruption, he had partaken 
freely of alcohol for a prolonged interval. He complained of soreness of the 
mouth and of diarrhea. He had always lived in the northern states. 

He showed a chronic, scaling, bronze-colored dermatitis on the backs of the 
hands, the flexors of the wrists, the elbows, the knees and the ankles. He had 
a moderately severe stomatitis, tremor of the hands and visible emaciation. 


PELLAGRA. Presented by Drs. T. CoRNBLEET and L. WEBER. 


J. O'C., a white man, aged 63, gave a history of having been on a poorly 
balanced diet of cheap food with no vegetables and of having abstained from 
liquor for over five months. 

He presented reddish-brown pigmentation, edema and bulla formation on the 
back of both hands associated with pain and burning, and also bullae and erosions 
on the lips. The duration of the condition was ten days. The patient also 
complained of sore throat and headache, but he had no diarrhea and no mental 
disturbance. 
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Presented by Dr. T. CoORNBLEET for Dr. L. WEBER. 


PELLAGRA. 


a white man, aged 55, gave a history of having had the first attack 
of the present condition in June, 1925, following indulgence in “moonshine” 
This cleared up after a short stay in the hospital, but recurred soon after 
his discharge. No other symptoms were present with these two attacks. The 
third attack occurred in June, 1929, and was accompanied by diarrhea. The 
present attack came on one month before presentation, following heavy drinking. 

The patient showed brownish pigmentation, edema and bulla formation on 
the dorsum of both hands, with bullae and erosions on the lips. The hands burned 


P. F. 


liquor. 


There were no other lesions and no systemic symptoms. 


ind were painful. 
DISCUSSION 


Dr. W. A. Pusey: I think that we all agree on the diagnosis in this group, 
but I wish to express my appreciation of the cases. I think that it is well to 
have them shown to us. 

Dr. OrtverR S. Ormsspy: We have not had enough cases of pellagra at 
Rush Medical College to teach it for the past five or six years. In 1910, when 
we were doing work on it, the pellagra commission always had several hundred 
patients under observation in the various state hospitals in Illinois. The disease 
was prevalent for several years and then gradually became less so, both here and 
in the south. About three or four years ago a recrudescence occurred, especially 
in the south, and now pellagra is abundantly present in the south and more cases 
are being seen here. We did much experimental work, all of which pointed to 
an infectious cause, and I still feel that pellagra is an infection, notwithstanding 
all of the work that has been done with food. I have seen pellagrous symptoms 
produced by experiments with food. I also know that pellagra has occurred in 
patients who have had serious nutritional disorders, in those with cancer of the 
stomach, and so on. It also occurs in alcoholic persons, as we all know, but, 
nevertheless, I still believe that pellagra is a parasitic disease and that the food 
is a prime factor preparing the soil for its growth. It is interesting that the corn 
theory has been in existence for many years. At Bartonville and elsewhere, we 
demonstrated that polenta from Italy did not produce the condition. Jobling 
and Arnold found a fungus belonging to the Aspergillus glaucus and repens 
group in the intestines of patients living largely on a carbohydrate diet, which 
produced photodynamic substances capable of sensitizing the skin. There is no 
question that the lesions can be brought out by light. If any of you are going 
to do work on it, look for the micro-organism described by Jobling and Arnold 
that produces the material which makes the skin photosensitive. We all know 
that deficiency in diet is an important factor, but in the south pellagra was 
spoken of as “the disease next door.” 

Dr. Upo J. Wie: I should like to know as a matter of information on what 
basis the diagnosis of pellagra was made in the case of the man with the mild 
dermatitis on the back of the hand and a slight amount of pigment. I did not 
question the patient, but one of the physicians questioned him in my hearing. He 
stated that the patient had been feeling well, that he had had no diarrhea and no 
lesions of the mucous membranes and that he seemed to be clear mentally. I 
think that we should not hestitate at all about the diagnosis in the other two 
cases, but such changes as this patient showed on superficial examination could 
certainly have been caused by some disease other than pellagra. 

Dr. Paut A. O'Leary: The patients with pellagra that I see differ some- 
what from those seen in the south. Frequently the cases come from isolated 
districts in Canada and the northwest. It is not uncommon to observe patients 
with pellagra in whom the disease developed on a prolonged, restricted diet 

following an operation on the upper part of the abdomen. We also see, not 
infrequently, pellagra in persons with benign and malignant obstructive lesions 
of the intestinal tract and esophagus. In these cases the onset of the pellagra 
seems definitely related to the restricted diet necessarily adopted by the patients 
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No doubt Jobling’s work has some significance. I have tried without success, 
however, to demonstrate the organism that is said to belong to the Aspergillus 
group. Thirty-five per cent of our patients with pellagra show one or another 
type of intestinal organism. I think that many factors enter into the production 
of the syndrome of pellagra, although I accept Goldberger’s conception of dietetic 
deficiency as of primary importance, with the infectious factors secondary. 


Dr. W. A. Pusey: Dr. Ormsby expressed, with some reservations, exactly 
my impression of pellagra. I am not sure that it is entirely a disease caused by 
dietary deficiency. One reason for this opinion is that many cases of pellagra 
occur in persons who have not suffered from dietary deficiency so far as could 
be ascertained. Dr. Senear called my attention to a case of mine seen on the 
south side several years ago in which there was no dietary deficiency. The 
patient’s dietary habits were normal, and she had the well rounded diet of a 
prosperous person. I recall two more cases, one that developed under our very 
eyes in a man who had what I thought to be a multiforme erythema on the 
back of his hands, but that developed immediately into pellagra. Dr. Rattner 
just called my attention to another case that occurred in a patient who was able 
to have as good a diet as any of us, but who had recently undergone a thyroidec- 
tomy for nervousness. A good many cases can be demonstrated in which it is 
impossible to show any evidence of dietary deficiency. 


Dr. Davip LIEBERTHAL: One of the patients gave the history of having had 
similar attacks on the dorsa of his hands one year and three years before pre- 
sentation, respectively. The present lesions are in the stage of healing. There- 
fore, the diagnosis of erythema multiforme should also be considered. The man 
is, however, in a condition susceptible to pellagra, as for years he has suffered 
from a lack of wholesome food. It would be well to keep such suspicious cases 
under observation, as a great deal may be learned from them. 


Dr. F. E. SENEAR: These patients were both Dr. Weber’s, but he is repre- 
senting the Society at the meeting of the Illinois State Medical Association today. 
The case that Dr. Wile referred to is the one mentioned by Dr. Lieberthal. The 
patients have changed considerably since I saw them last Friday. The one man 
then had a picture not at all like that of today. He had a blue, congested 
dermatitis with sharp margination on the dorsa of the hands, and lesions that were 
typical of bullous pellagra. As Dr. Wile pointed out, the patient is able to 
get what he wants to eat, and there is no history of alcoholism, but the clinical 
picture last Friday was that of pellagra. The other man has had three attacks, 
each of which followed a prolonged debauch, during which he ate little and slept 
where he could. I saw him in one of the other attacks, and the picture was that 
of pellagra, although today it might well be erythema multiforme. 


Dr. Upo J. Wire: Does a case with a picture that changes so rapidly 
from Friday to Wednesday justify a diagnosis of pellagra? I see few cases of 
this disorder, and most of the patients are from the country districts, acutely ill 
and much disturbed mentally. They require mental care in most instances, and 
the condition in some has progressed to a fatal termination. The dermatologic 
changes are such that they do not respond markedly to treatment in a short time. 


Dr. OvrverR S. Ormssy: In the cases that we studied in the state hospitals 
I watched the changes in the skin all of the time. We frequently saw acute 
bullous dermatitis which subsided quickly. This would not rule out pellagra in 
this case today. On the other hand, some of the patients had mild attacks, with 
nothing except a scaling dermatitis on the hands and elsewhere. Again, we 
had a large number of cases with all of the symptoms Dr. Wile spoke of. When 
the central nervous system is involved with those disturbances the patients die 
within a short time. The cutaneous lesions are always symmetrically placed. 
The partial gauntlet is characteristic. In this condition the dorsal surface of 
the hands and fingers is involved, and the dermatitis extends over the wrist for 
about 2 inches, then sweeps around on the flexor surface of the wrist and 
occupies about two-thirds of its surface, leaving one-third free. 





SOCIETY TRANSACTIONS 193 


Dr. W. A. Pusey: In the early days, our cases of pellagra were much 
more acute than the cases seen in Europe, but recently we have been seeing milder 
forms. If my memory is correct, the diagnosis of pseudopellagra due to alcohol 
was first made in France, and the view is now held that there is no such thing 
as pseudopellagra. 

Dr. C. W. FrnnerRupD: In many of the cases we have had here in which we 
have made a diagnosis of alcoholic pseudopellagra, the patients have been out 
of the hospital within a week. With a few exceptions they have been discharged 
within two weeks, and even in severe cases with bullous eruptions and an acute 
process, the treatment was altogether dietary. 
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SELECTED CASES 


SYPHILITIC CONDYLOMAS OF THE HARD PALaTE. Presented by Dr. B. A. 
GOLDMAN. 


Mrs. M. C., white, aged 25, presented numerous white, oval or rounded, 
verrucous lesions over the hard palate, extending down over the uvula. She 
claimed that she first noticed these lesions four days before presentation. There 
was a general adenopathy. The patient had been pregnant once, and at the time 
of presentation the child was living and well. The Wassermann and Kahn 
reactions of the blood were 4 plus. 


DISCUSSION 
Dr. L. G. Bernnuaver: The hard palate presented an unusual picture of 


hypertrophic, flat, verrucous lesions not unlike those seen on genital mucous 
membranes. 


Dr. H. T. Puitirps: I do not feel that one could make a clinical diagnosis 
of syphilis from this lesion, but it is one of the possibilities. A Wassermann 
test or a biopsy would be necessary to make a positive diagnosis. 


Dr. LESTER HOLLANDER: I think that the lesions compare with condyloma 
lata seen at the commissure of the mouth. They may be due to the rubbing of 
the tongue against the hard palate. 


Dr. B. A. GOLDMANN: When the patient was first seen, a tentative diagnosis 
of syphilis or tuberculosis was made. A biopsy was taken, but the report has 
not been received. 


CHANCRE OF THE MALE MAmMARY GLAND. Presented by Dr. LEsTER 
HOLLANDER. 


M. B., aged 25, presented a lesion of the right nipple that was reddened and 
covered with a serous exudate. Induration was present which extended into the 
structure of the breast. There was glandular enlargement on the same side. 
Dark-field examination revealed many spirochetes. 
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CARCINOMA. Presented by Dr. FREDERICK AMSHELL. 


I. Y., a man, aged 39, was first seen on Sept. 14, 1929. On the left side 
of the lower lip, involving the entire left half, was a hard, verrucous, crusted 
ulceration. The patient was presented to this society at that time with a diag- 
nosis of prickle cell carcinoma. No cervical glands were palpable, and it was 
thought that no metastasis had taken place. The left half of the lower lip was 
removed by the radioknife, and the cervical and submental glands irradiated. No 
metastasis was noted until May 31, 1930, at which time a bone-hard lump the 
size of a walnut was found in the left submental region. The glands were again 
irradiated, and radium needles were inserted into this growth and allowed to remain 
for four hours. This was repeated six weeks later. On Aug. 28, 1930, the patient 
was again seen, and the growth had increased in size. At this time fourteen 
5 mg. needles were inserted into the growth and allowed to remain for six hours. 
When last seen on Sept. 14, 1930, the growth was slightly smaller. The patient 
was presented for therapeutic suggestions. 


DISCUSSION 


Dr. L. G. BEINHAUER: This case once more calls to our attention the 
necessity of early diagnosis. Although this patient was given every possible 
attention, glandular involvement has now appeared. 


DERMATITIS REPENS. Presented by Dr. STANLEY CRAWFORD. 


D. F., a girl, aged 8 years, had crushed the tip of her left index finger in a 
door two years previously. As the nail became black and “festering” occurred 
at the base, it was removed. The nail regrew but was dystrophic, thickened, 
opaque and grayish brown. The skin over the entire terminal phalanx became 


red, scaly and with a shriveled, tightly drawn appearance like that seen in 
scleroderma. The lower margin of the process was sharply outlined. It was 
very resistant to treatment. 


DISCUSSION 


Dr. Louts WiLtarp: I should like to ask to what type of infectious process 
this is due? 
Dr. STANLEY CRAWFORD: Originally this was a fungus infection. 


CARCINOMA. Presented by Dr. LESTER HOLLANDER. 


Mr. C. G., aged 53, single, an American presented a large crateriform ulcerative 
lesion extending from the midline to the gluteal muscles on the left side. The 
borders of this deep ulceration were hard; the base was uneven, excavated and 
neoplastic. This condition was of eighteen years’ duration, and the patient had 
been operated on three times. Section revealed an extensive carcinoma. The 
pattern was that of a hair follicle type. The cells were columnar or cuboidal 
and tended to form cysts. Numerous mitosis were present. The diagnosis was 
noncornifying carcinoma of anus (hair matrix type). 


GRANULOMA ANNULARE. Presented by Dr. H. G. WERTHEIMER. 


A white boy, aged 9 years, presented over the dorsal and lumbar vertebra, 
2 inches (5 cm.) apart, two raised, slightly scaly lesions, the centers of which 
were depressed and the borders were made up of discrete papules about the size 
of a pinhead. Over the tip of the right shoulder and on the dorsal surfaces of 
the index and fourth finger of the right hand were similar lesions. 


DISCUSSION 


Dr. FREDERICK AMSHELL: The lesions on the fingers were typical, the ones 
on the back were atypical. 
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Dr. H. G. WERTHEIMER: The case was presented because of the unusual 
locations of lesions on the body. The lesions on the fingers were typical. 


Mat Perrorans. Presented by Dr. L. L. Schwartz, Dr. G. J. BusMAN and 
Dr. A. R. WoopBuRNE. 


M. P., a white man, aged 24, presented a painless, clean, punched-out ulcer 
the size of a dime on the ball of the great toe of the left foot. There was 
much hyperkeratosis about it, and the base was made up of the underlying 
muscles and fascia. No granulation tissue was seen. He had a chancre twelve 
years before presentation at which time he had one injection in the arm but 
no other treatment. 

The neurologic examination revealed: static Argyll Robertson pupils, absent 
knee and ankle reflexes, greatly diminished tendon reflexes of the upper extrem- 
ities, a loss of deep muscle pain, a slight Rhomberg sign and a typical tabetic 
gait. A diagnosis of (1) syphilitic posterior sclerosis and (2) mal _ perforans 
was made. 

DISCUSSION 

Dr. W. H. Guy: Without the history, an alternate explanation might be a 
diagnosis of plantar wart, secondarily infected, but the neurologic signs made 
such a diagnosis very questionable. 

Dr. LesteER HOLLANDER: I thought that the condition might have been a 
plantar wart which was macerated by previous treatment. 

Dr. H. T. Paritiips: I consider the odor absolutely diagnostic and agree 
with the diagnosis. 

Dr. A. R. WooppurneE: The clean ulcer with no granulation tissue and 
no other reaction of healing seemed to me to be typical. Another point which 
has impressed me in these cases is the complete loss of deep tendon sensations. 
This point was present here. 


Mottuscum Fisrosum. Presented by Dr. H. G. WERTHEIMER. 


A. H., a woman, aged 41, presented an eruption of eighteen years’ duration. 
Over the face, neck, trunks and extremities were hundreds of soft tumors, some 
with pedicle and some with a broad base. Most of them were skin colored 
and others were pigmented. Scattered here and there were cafe-au-lait spots 
the size of a pinhead and larger. 


DISCUSSION 


Dr. LEstER HOLLANDER: I would advise that x-ray pictures be made of the 
long bones to find cystic changes if present. 

Dr. H. T. Puittips: Care must be taken if an attempt is made to remove 
any of these lesions. They must be dissected out rather deeply or they will 
recur. Clipping them off level with the skin is not sufficient. These patients 
are poor risks for general anesthesia. They go into shock easily and must be 
handled with great care. 

Dr. H. G. WERTHEIMER: A patient with this disease who was previously 
presented before the society has since developed partial paralysis of the lower 
extremities. I have not noted this before and do not know whether or not it is 
common, 


CIRCUMSCRIBED SCLERODERMA. Presented by Dr. STANLEY CRAWFORD. 


L. H., a colored girl, aged 10 years, during the past two years, developed 
over the left deltoid region a firm, waxlike infiltration in the skin involving a 
roughly triangular area about 5 inches (12.7 cm.) in any diameter. The epidermis 
was finely atrophic and shining; no violaceous coloring was discernible at the 
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borders. The child complained of slight pain in the area. Biopsy showed the 
epidermis to be thin and atrophic with the papillary pegs practically obliterated 
and the papillary body to be composed of slightly swollen, glasslike, poorly staining 
connective tissue fibers with a few fibroblasts here and there. 


DISCUSSION 


Dr. H. T. Puitiies: Without a biopsy this diagnosis is especially difficult 
to make in the Negro. 


Sarcorp oF Boeck. Presented by Dr. LESTER HOLLANDER. 


Mrs. B. L., aged 37, presented a symmetrical eruption affecting the lower 
portion of the face. It was composed of a great number of brownish nodules, the 
size of a pinpoint, which were embedded in what appeared to be a swollen area 
of the skin. This eruption began about five months before presentation, became 
much worse when exposed to the sun, but recently had started to fade somewhat. 
On pressure, the small papules showed a yellowish puncta, a feature which Boeck 
greatly emphasized in the diagnosis of these lesions. At the time of presentation 
the patient was being treated with tuberculin. A diagnosis of small, papular, 
miliary, lupoid variety of sarcoid of Boeck was made. 


DISCUSSION 


Dr. STANLEY CRAWFORD: I agree with the diagnosis of small miliary lupoid 
of Boeck, but I would prefer a confirmatory microscopic diagnosis. Clinically, 
the pinhead-sized, pinkish, very faintly depressed areas gave a typical sand color 
appearance with glass pressure, which is of diagnostic value. The occurrence 
of a small area on the right cheek suggestive of lupus erythematosus may have 


some significant association. Arsenic should be tried in treatment. 

Dr. L. G. BEINHAUER: The patient presented an unusual clinical picture 
which could be either sarcoid or tuberculosis, and a biopsy would be necessary 
to clinch the diagnosis. The patient also presented on the right cheek a patch 
with all the characteristics of lupus erythematosus. There was also a thick, 
dry, grayish scaliness about the left auditory canal. 

Dr. H. G. WERTHEIMER: Realizing the difficulty in these cases in making 
a differential diagnosis between miliary lupoid and miliary tuberculosis, I would 
suggest a biopsy. 

Dr. LEstER HOLLANDER: When Boeck described sarcoids, he called attention 
to the fact that there was one type of sarcoid composed of pinpoint lesions which 
showed a yellowish discoloration on pressure, without apple jelly nodule formation. 
I am somewhat hesitant as to the taking out of a section for fear of a bad cosmetic 
result. 


TuBERCULOsIS OrIs. Presented by Dr. LESTER HOLLANDER. 


Mr. J. M., aged 41, presented an inflammatory condition which involved the 
mucous membrane of the lips, the gingival margins and a small portion of the 
hard palate. The entire area was indurated, of a singularly pale color and with 
minute areas which were broken down. The inflammation over the gingiva was 
of the hypertrophic type which did not bleed readily. In the submental area there 
was lymphatic glandular involvement. Roentgen examination of the chest showed 
active pulmonary involvement of both apexes. Dental examination was singularly 
clear. At the time of presentation, the patient was being treated with tuberculin. 


DISCUSSION 


Dr. STANLEY CrRAwFrorpD: The red, granular, swollen surface is suggestive 
of tuberculosis, and an attempt should be made to determine whether the causal 
organism is the human or the bovine type of the tubercle bacillus. This would 
be an excellent case to apply the Gerson salt-free diet. 
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Dr. L. G. Bernnaver: The patient presented a typical clinical picture of 
tuberculosis of the mucous membrane. One noted especially at the angle of the 
right side of the mouth an ulceration with a red, granular, pus-bathed base, 
surrounded by overhanging irregular and ragged edge borders. One usually 
does not see such a marked ulceration as this patient presented. 


Dr. A. R. WoopsurRNE: I should like to ask whether the cutaneous erythema 
and induration of the face and neck was present before the tuberculin was given? 


Dr. B. A. GotpMaN: The condition has become worse since I saw the 
patient in July, as at that time only the lower lip and jaw were involved. At 
that time a tentative diagnosis was made of tuberculosis or Vincent's angina. 


Dr. LESTER HOLLANDER: The reaction on the face is due to treatment with 
the alpine lamp, which was used before tuberculin was given. The patient has 
tuberculosis involving both apexes. He has improved on a salt-free diet, tuberculin 
and general treatment. 


LicueN Nitipus. Presented by Dr. H. T. Puittips and Dr. WILLIAM 
MORGINSON. 


R. H., a girl, aged 5% years, presented before this society in March, 1930, 
with a condition diagnosed as lichen planus was again presented (Oct. 16, 1930) 
with a diagnosis of lichen nitidus. The onset of the condition was nine months 
previously (December, 1929). It was marked by two or three groups, averaging 
2 cm. in diameter, of small, flattopped, uniformly circular or polygonal, slightly 
raised, flesh-colored, nonscaling, sharply outlined, discrete papules. New groups 
quickly appeared until a total of ten or twelve were located over the symphysis 
pubis, the lateral thoracic regions, the deltoid regions, the flexor surfaces of the 
forearms, the back of neck, the left popliteal region and over the right external 
malleolus; the lesions remained without change for seven months. In June, 1930, 
all but a few individual lesions disappeared in two weeks with no resulting 
atrophy or pigmentation. Two months later, a few groups recurred. When the 
patient was presented on Oct. 5, 1930, well defined groups occurred in practically 
the same areas as previously described. There were no subjective symptoms except 
mild pruritis for two or three weeks at the onset. 

The family and individual history was entirely negative for tuberculosis. The 
patient had had hay-fever during July, August and September for the past two 
years. The general physical examination gave negative results. 

The treatment consisted of thorough courses of yellow mercurous iodide and 
solution of potassium arsenite, while locally the patient had received eleven appli- 
cations of the x-rays (one-quarter skin unit each). 


DISCUSSION 


Dr. H. G. WeERTHEIMER: The lesions are scattered, grouped, and some 
were pinkish, which leads me to agree with the diagnosis. 

Dr. EMERSON GILLESPIE: I would consider this a case of lichen scrofulosorum 
because the lesions are slightly scaly and are more inflammatory in appearance 
than those in lichen nitidus. The lesions are follicular as in lichen scrofulosorum. 
Lichen nitidus is rare in the female; most of the cases reported are males. 

Dr. W. MorcGinson: In reviewing the literature, one is immediately struck 
with the conflicting clinical descriptions. The arrangement may be discrete, 
diffuse or confluent. The color may be flesh, pink, reddish yellow, brownish 
yellow or lesions may be colorless. The tops may be flat, domed or with a small 
aperture. There may be none or slight scaling. There may or may not be itching. 
Due to the absence of a tuberculous history, the negative physical signs, no 
scaling, no marked inflammation or follicular plugging, this case is presented as 
lichen nitidus. 
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PEMPHIGUS VULGARIS. Presented by Dr. Lester HOLLANDER and Dr. L. G. 
BEINHAUER. 
Mr. P. M., aged 76, presented large, flaccid, bullous type of pemphigus. He 
has had two transfusions of blood, 500 cc. each. He was shown to demonstrate 
the effect of direct transfusion of blood as treatment. 


DISCUSSION 


Dr. H. G. WERTHEIMER: Having had four cases of this disease in which 
the results from direct transfusion of blood were unsatisfactory, I should like 
to be enlightened on the technic, to see where I have failed. 

Dr. LesteER HOLLANDER: I would hesitate to present this patient and expect 
you to accept the diagnosis as pemphigus if Dr. Beinhauer had not been here 
to corroborate it. I believe that transfusion of blood is of greatest value when 
given to patients who have never received arsenic, as they are the ones who 
respond the best. I have six patients living and well over a period of five years 
who have received this therapy. Dr. Guy has two patients who were similarl) 
treated. 

Dr. L. G. Bernnaver: The result of transfusions in this patient is 
unbelievable. When the patient was first seen by me he presented typical lesions 
of this disease, especially the involvement of the mucous surface. The bullae 
present on the extremities were the largest I have ever seen. This is the second 
patient I have seen suffering from pemphigus who has been so benefited. One 
should not regard transfusions as a curative method, but if we are able to aid 
this type of patient as we have helped this one, we have then afforded such 
patients a real benefit. I was glad to hear Dr. Hollander mention the fact that 
patients previously receiving arsenic medication constituted the group in which 
transfusions were not successful in modifying the course of this disease. 


ANGIOMA CAVERNOSUM. Presented by Dr. Louts WILvLarp. 


A boy, aged 10 years, presented along the distal four fifths of the under side 
of the penis a rounded, smooth, bluish mass 2 by 1% inches (6.27 by 3.8 cm.) 
in area, soft and springy to the touch. There were two granulating ulcers on 
its surface. The remaining fifth, into which the mass was apparently extending, 
was purplish red and quite tender. The lower pole of the scrotum presented a 
craterlike, nearly healed ulcer; the edge was soft and resilient. Numerous large, 
superficial, bright red vessels radiated from the ulcer. Many large veins wer 
seen in the groin. Circumcision done when the child was 2 years old had appar 
ently left some redundant tissue which had, with the scrotum, become swollen 
and red, by the time he was 6 years old. He had had five operations for the 
lesions in the last five years. 

DISCUSSION 


Dr. LEsTER HOLLANDER: I believe that we are dealing with a tuberculous 
infection of the corpus spongiosum. Because of the brawny induration, the presenc 
of an indolent ulcer and in spite of a negative tuberculin reaction, I contend the 
condition is due to the tubercle bacillus. 

Dr. W. H. Guy: Unless a histologic examination was available, I am 
inclined to agree with Dr. Hollander. 

Dr. H. T. Putiiips: I have never seen anything like this, but I am inclined 
to agree with the diagnosis. 

Dr. STANLEY CRAWFORD: When this patient was seen one year ago I recom 
mended that a biopsy be made, but the surgeons in charge did not want to perform 
this because of the great tendency to bleeding. At that time the indolent, irregular 
ulceration of the skin, which is still very much the same, was suggestive of tuber 
culosis, which is the probable cause. Also at that time there was a marked cord 
like, compressible mass in the right side of the scrotum which might be due t 
varices or an enlarged epididymis. The long duration of the case and the lac! 
of response to any treatment is very pathetic. 
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A Case For D1aGnosis. Presented by Dr. R. H. STEVENs and Dr. C. K. 

HASLEY. 

A. P., a man, aged 52, whose general health had always been good, first 
noticed small “warts” at the right corner of the mouth eleven years before 
presentation. About eighteen months before presentation, similar lesions appeared 
at the left corner of the mouth. They were painless. The mucosa of the lips, 
cheeks, corners of the mouth and tongue presented a mass of verrucous lesions, 
the size of a pinhead; with no signs of ulceration. No cervical lymph nodes were 
palpable. There was no histologic evidence of malignancy. Some improvement 
followed intensive roentgen therapy; this was followed by the administration of 
potassium iodide, with slight benefit. 


DISCUSSION 

Dr. Paut O’LeEary, Rochester, Minn.: This is a case of extensive verrucae 
affecting the mucous membranes. 

Dr. R. S. Wertss, St. Louis: I suggest the cautious application of liquid 
oxygen. 

Dr. C. W. FINNERuD, Chicago: This might be the result of some chronic 
pyogenic infection similar to the pyodermite vegetans sometimes seen in the axillae. 

Dr. SAMUEL AyREs, JR., Los Angeles: I suggest treatment by electrocoagula- 
tion under procaine hydrochloride anesthesia. 


BLastomycosis. Presented by Dr. C. K. VALADE. 

N. Y., a Negro laborer, aged 44, had a large scar, the size of a coin, on the 
right cheek, with verrucous areas and an everted granulating ulcer of the right 
lower eyelid with scarring. The patient had slept in a barn. Histologic specimens 
were presented. 

DISCUSSION 

Dr. Joun H. Stokes, Philadelphia: Dr. Pusey used to call this the typical 

location of facial blastomycosis, involving the outer canthus of the eye. 


A Case For DracGnosis. Presented by Dr. C. W. BEuN. 

W. W., a Negro, aged 70, presented a generalized pruritic eruption which began 
with scaling lesions on the scalp, in 1910, and gradually extended to other parts 
of the body. The eruption faded considerably every summer, reappearing in the 
winter. The back, arms and legs were especially involved, and there was pro- 
nounced scaling. There were many small papular elements. Examination of the 
blood showed: hemoglobin, 70 per cent; erythrocytes, 4,650,000; leukocytes, 6,600; 
polymorphonuclear neutrophils, 59 per cent; large mononuclears, 5 per cent; small 
monor :lears, 32 per cent; eosinophils, 2 per cent, and transitional cells, 2 per cent. 


DISCUSSION 
Dr. Wititam H. Guy, Pittsburgh: The annular lesions and the intense 
pruritus suggest lichen planus. 
Dr. C. W. Finnerup: The condition appears to be lichen planus with 
secondary exfoliative dermatitis. 
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Dr. R. S. Werss: The eruption has been present for twenty years and began 
on the scalp. It impresses me as being psoriasis, which assumes peculiar aspects 
in the Negro. In this case it verges on dermatitis exfoliativa. 

Dr. F. J. E1rcHeENLAuB, Washington, D. C.: This case may later fall int 
the lymphoblastoma group. 

Dr. R. A. C. WOLLENBERG: Seborrhea capitis is present. The rest of the 
eruption may be parapsoriasis. 

Dr. R. C. Jamieson: The duration of the eruption and the type of the lesions 
suggest lichenoid parapsoriasis. 

Dr. H. L. Kerm: I agree with a diagnosis of lichen planus, partly on account 
of the severe pruritus. 


A Case For Dracnosis. Presented by Dr. GEORGE VAN RHEE. 


S. B., an Italian boy, aged 14, had had an intensely pruritic erythematous 
papular eruption since 1922. It began on the face and nucha, and became gen- 
eralized. The face, ears and eyelids were edematous, with scaling. The papules 
were small and flat. The biopsy report failed to establish a definite diagnosis. 


DISCUSSION 

Dr. C. S. Wricut, Philadelphia: I found typical flat, shiny, violaceous lesions 
of lichen planus, a few being on the flexures of the wrists. The histologic section 
may have failed to show the true pathologic condition. 

Dr. E. S. Lary, Oklahoma, City: This seems to be a typical case of lichen 
planus. The onset is said to have occurred three or four days after tonsillectomy. 

Dr. Isaac R. Pets, Baltimore: The lesions are not typical of lichen planus. 
I suggest a diagnosis of lichen nitidus. 

Dr. J. H. Stokes: I agree with the diagnosis of lichen nitidus. The distribu- 
tion on the abdomen and between the shoulders is usual, and the papules are 
pink and not violaceous. I saw no lesions of lichen planus on the wrists and none 
in the mouth. The biopsy probably failed to reveal the pathologic condition in 
this case. 


EPpIDERMOLYSIS BULLOSA HEREDITARIA. Presented by Dr. R. C. JAMIESON. 


L. R., a Polish boy, aged 12, had had a bullous eruption on the soles, toes and 
sides of the feet almost continuously for eleven years. The bullae were of various 
sizes and seemed to arise from a normal skin without apparent trauma. Healing 
was rapid and spontaneous as soon as the bullae had ruptured. They were present 
at all seasons, but were especially numerous in the summer, and produced pain 
only on account of their location. There was also hyperhidrosis of the feet. 
The skin elsewhere on the body was prone to develop bullae following irritation. 
The patient weighed 118 pounds (53.5 Kg.) and appeared well; his weight sug- 
gested a pituitary disturbance. No metabolism test had been made. The father 
and mother were first cousins. There was one brother who was free from 
trouble. One uncle had blisters on the feet. 


DISCUSSION 
Dr. Paut O'Leary: This is a mild case of epidermolysis bullosa hereditaria. 


Dr. HamILToN MontcomMery: German authors state that changes in the 
nails may or may not be present. There are no changes in this case. 


Dr. R. S. Werss: The patient said that blisters appeared on the hands every 
time he used a hammer. 


A Case For Dracnosis. Presented by Dr. R. C. JAMIESON. 


J. M., a man, aged 50, a factory worker, born in Poland, had been presented 
before the Society two months previously with a generalized, firm, waxy, cutaneous 
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nfiltration and large numbers of small hard white nodules grouped about the 
forearms, wrists, ears, nose and forehead of seven years’ duration. Above and 
below the knees were large, well defined areas of pigmentation with some sclero- 
dermatous changes. On the arms, a few areas appeared to be undergoing atrophy 
and softening. A nodule removed from the ear was reported as keratohyalin. 
A section from the arm presented an overgrowth of connective tissue and hyper- 
keratosis with keratotic whorls in the epidermis resembling deposits of calcium, 
but possibly consisting entirely of keratohyalin. The same deposits were found 
in the depths of the rete pegs. There were some evidences of abnormality oi 
the thyroid gland. 
DISCUSSION 

Dr. F. E. SENEAR, Chicago: This appears to be a case of scleroderma with 
a secondary change, more or less nevoid, and inclusion cysts of keratohyaline 
material. 

Dr. RatpH Hopxins, New Orleans: This case, especially the condition of 
the forehead and the brow, bears some resemblance to nodular lepra. I suggest 
a search for the bacillus. 


Dr. F. J. EtcHENLAvuB: The lesions were suggestive of granuloma annulare. 
Dr. HAMILTON MONTGOMERY: The slides suggested colloid milium and also 
sclerodermatous changes. 


DERMATITIS MEDICAMENTOSA (ARSENICAL). Presented by Dr. G. W. Hype. 


B., a young man, had received three courses of neoarsphenamine and bismuth 
for a syphilitic infection of one year’s duration. Six months after the beginning 
of the treatment, he noticed a pigmented spot on the back of the neck. At the 
time of presentation, there were several faint slate-colored patches, the size of 
a coin, about the nucha. 

DISCUSSION 


Dr. R. S. Weiss: The condition appears to be a fixed drug eruption due 
to arsphenamine, phenolphthalein or antipyrine. 

Dr. F. E. SENEAR: Has the patient had a postarsphenamine eruption of lichen 
planus to account for the pigmentation? 

Dr. G. W. Hype: No. 


THROMBO-ANGLITIS OBLITERANS (BUERGER). Presented by Dr. R. A. 
W OLLENBERG. 


P. C. F., a Jew, aged 37, had had pain in the right foot in 1919, followed 
by ulceration and amputation of the great toe in 1920. The pain had continued in 
both feet; the left great toe ulcerated and was amputated in 1926. Deformity 
and contraction of the remaining toes of both feet ensued, and femoral and 
abdominal sympathectomies were performed, in 1927. 

For one and one-half years preceding the presentation, there was a_ periodic 
painful discoloration of the fingers, especially in cold weather. Ulcers appeared 
at the tips of some of the fingers and some of the finger-nails became deformed. 
The ulcers healed with the appearance of warmer weather. 

On examination, the nails of the right thumb, the third and fourth fingers 
and the left index finger were deformed and thickened. The tips of the left 
third and fourth fingers were scarred from recent ulceration. The fingers and 
toes were stiff, and both great toes were missing. The remaining toes were 
atrophic, with shiny skin. All of the fingers and toes were moderately cold; 
the furrows were obliterated, and the skin appeared to be stretched over the 
atrophic underlying tissues. Motion was limited, and dynamometer tests showed 
the grip of the right hand to be one-fourth normal, and that of the left, one- 
fifth normal. The radial pulse was faintly palpable bilaterally. No pulse could 
be felt in the posterior tibial arteries or in the arteries of the dorsalis pedis. 
\pparently some improvement had followed the sympathectomy (removal of the 
periarterial sheaths). 
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DISCUSSION 
Dr. W. H. Guy: The history and appearance of the case suggest a diagnosi 
of Buerger’s disease. 
Dr. H. J. PARKHURST: The patient is a habitual cigaret smoker. 
Dr. Paut O’LEary: I agree with the diagnosis. This would seem to b 
an ideal case for ganglionectomy rather than sympathectomy. 


PROGRESSIVE PIGMENTARY DERMATOSIS (SCHAMBERG). Presented by Dr. R. C. 

JAMIESON, 

M. L., aged 63, had had a blood clot in the left leg five years before presenta 
tion. There were slightly scaling pigmented areas on the lower portion of each 
leg, with purpuric elements of three or four weeks’ duration and cayenne pepper- 
like punctae. This condition had been present for two years. 


UnusuALLy EXTENSIVE DERMATOPHYTOSIS. Presented by Dr. Loren W, 

SHAFFER, 

Mrs. C. B., aged 26, first noticed an eruption on the right great toe four 
years before presentation; this was followed four months later by involvement 
of the third finger of the left hand. The eruption had extended, involving the 
hands, the feet and the hips, and for two years it had been generalized. There 
were many sharply outlined, scaling, erythematous patches with sharp polycyclic 
borders. Vesicles were present at times in these areas. There were also areas 
of purpura scattered particularly on the arms and legs without relation to the 
areas of dermatitis. All of the finger-nails and toe-nails were atrophic. Mycelia 
were found in scrapings from the nails and skin, and the growth had characteristics 
ot Microsporon minutissimum. Considerable improvement followed the use oi 
sulphur baths and mild sulphur ointment. 


DISCUSSION 


Dr. C. W. FInnerup: The organism corresponds to the one seen in 
erythrasma. I doubt that it is a case of erythrasma, but it is a generalized fungous 
infection. 

Dr. Paut O'Leary: I suggest that blood cultures be made. 

Dr. Joun H. Stokes: The multiforme-like configurations of erythema 
suggest systemic dermatophytosis. Why do you not try to cultivate organisms 
from the blood stream and the deeper cutaneous lesions? 

Dr. LoREN W. SHAFFER: Is the purpura due to dermatophytosis or to hyper- 
tension? The parasitic eruption clears up under treatment with sulphur, but 
recurs, apparently due to reinfection from the nails. 

Dr. SAMUEL AyREs, JR.: I recommend the following treatment for the nails: 
Scrape them with glass and apply a 40 per cent solution of potassium hydroxide, 
and then Whitfield’s ointment alternated with a 2 per cent solution of gentian 
violet. 

Dr. R. C. JAmresoN: The endocrine changes may have some bearing on 
this case. 

Dr. LorEN W. SHAFFER: The patient had ovarian and other glandular 
therapy for a number of months with no change. 


TUBERCULIDs. Presented by Dr. R. C. JAMIESON. 


A young woman, apparently in good health but decidedly overweight, presented 
scattered papules and scars over the extensor surfaces of the upper and lower 
extremities and larger plaques and scars over the shoulders. 
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DISCUSSION 








Dr. H. J. PARKHURST: The infiltrated papules and pitted scars suggest papulo- 
necrotic tuberculid. 
Dr. Frep M. Jacos, Pittsburgh: The nodules suggest tuberculosis cutis. 







Dr. C. W. Finnerup: I agree with the diagnosis of papulonecrotic tuberculid. 





Dr. Paut O'LEARY: Apparently the condition is hematogenous tuberculosis. 





Dr. R. C. Jamieson: Originally, the patient had sarcoidal lesions on the 
back and papulonecrotic tuberculids on the arms. The condition has improved 
under treatment with a gold compound. 

Dr. LoreN W. SHAFFER: I have seen two such cases in the past year and 
both patients improved under treatment with gold sodium thiosulphate. 








Dr. Jonn H. Stokes: Patients of this type seem to have an endocrine dis- 
turbance, as they gain weight so suddenly. This sudden gain in young women 
also suggests the presence of tuberculosis. 












\ CasE FOR DraGNnosis. Presented by Dr. R. C. JAMIEsON. 





Miss E. R., aged 20, presented an eruption on the face, neck, shoulders and 
arms of fifteen years’ duration. The lesions were irregular, superficial, erythe- 
matous patches of various sizes, sometimes presenting a furfuraceous scale, and 
sometimes being pruritic. At times, there were exacerbations and spontaneous 
remissions; the eruption had been regularly aggravated in winter and improved 
in summer. Mycelia had been found in scrapings a year before presentation, but 
at no other time, in spite of repeated examinations. There had been a recent 
exacerbation following the administration of small doses of thyroid extract. 

















DISCUSSION 






Dr. SAMUEL AyREs, JR.: The eruption seems to be eczema, possibly sebor- 
rheic. A cryptococcus may be found. In similar cases we have had strongly 
positive reactions to cryptococcus extract in scratch tests. If the test gives a 
positive reaction, the case will respond to treatment with Whitfield’s ointment 
and fractional roentgen rays. 








Dr. C. W. Frnnerup: In many similar cases I have obtained pure cultures 


of cryptococcus. 










URTICARIA PIGMENTOSA. 





Presented by Dr. H. J. PARKHURST. 





A. H., a girl, aged 9, had had an eruption since the age of 2 months. There 
were numerous brown macules, the size of a pea, with a general distribution. 
When they were stroked wheals appeared. The patient was born in Germany 
and was examined by Dr. Rost at Freiburg. No treatment had been attempted. 




















SUBUNGUAL Exostosis. Presented by Dr. LorEN W. SHAFFER. 

A. B., a girl, aged 12, presented a pedunculated tumor projecting from under 
the nail on the inner side of the left great toe. It was as large as a hazelnut, 
with a dense, laminated cortex in and beneath the plane of the nail. It resembled 
dense fibroma and was slightly movable. Its origin from an exostosis was hardl) 
apparent until revealed by a roentgenogram. The tumor was of one year’s dura- 
tion, with a history of questionable trauma. It was not painful. The roentgenogram 
was presented. 












DISCUSSION 








Dr. Joun H. Stokes: This case interests me because I recently failed to 
diagnose a similar one. I considered it a verruca and used radium and a cautery. 
Then I took a deep biopsy specimen, and the pathologists found cartilage. The 
toe was removed, and we found the exostosis. 
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Dr. LorEN W. SHAFFER: This is the third such case that I have observed 
in four months. Diagnoses of granuloma pyogenicum, verruca and fibrosarcom 
were considered. I have found nothing concerning this subject in the America 
literature. A good article by Williams appeared in the English literature in 1904 
About thirty-five cases have been reported. The tumor seems to arise from 
cartilaginous rest. Amputation of half of the terminal phalanx has been advised 

Dr. E. S. Latn: I saw two such cases on successive days. Both occurred 
in females, aged 13 and 29. After roentgen diagnosis, I referred them to a surgeon 


PERFORATING ULceERs. Presented by Dr. A. E. ScHILLerR and Dr. W. G. 

SAUNDERS. 

R. A., a Negro, aged 41, presented a large, boggy, painless ulcer, 3 cm. deep, 
on the right sole near the first metatarsophalangeal joint. There was a foul sero- 
purulent discharge. A similar ulcer was present on the left foot and there were 
smaller ulcers on both great toes. Roentgen studies revealed an advanced destruc- 
tive process involving the first, second, third and fifth metatarsophalangeal joints 
on the right foot, the second and third metatarsophalangeal joints on the left foot 
and the interphalangeal joints of both great toes. The bones adjacent to the 
joints showed marked destructive involvement, apparently syphilitic. The clinical 
signs of tabes were present and were confirmed by observations on the spinal 
fluid. The Wassermann reaction of the blood was negative. 


DISCUSSION 

Dr. F. E. SENEAR: These are trophic ulcers accompanying syphilis of the 
central nervous system. Dermatopbytosis is also present. 

Dr. Jonn H. Stokes: I saw a woman with tabes in whom these ulcers 
developed in two plantar warts. 

Dr. E. D. CrutcuFriELp, San Antonio, Texas: In this case the trophic ulcers 
were possibly induced by the dermatophytosis. 

Dr. C. S. Wricut: In one of our cases trophic ulcers disappeared under 
treatment with tryparsamide. 


Dr. A. E. ScHILLER: These ulcers have iniproved under antisyphilitic treat- 
ment and local applications of potassium permanganate. 
SCLERODERMA. Presented by Dr. A. E. SCHILLER and Dr. W. G. SAUNDERS 


F. H., a housewife, aged 57, had been presented previously with a lardaceous 
involvement of the face, neck, upper part of the chest, arms and hands; she had 
arthritis affecting especially the knees and ankles. 


SCLERODERMA. Presented by Dr. A. E. ScHILLER and Dr. W. G. SAUNDERS 


R. S., a housewife, the sister of the preceding patient, had also been presented 
previously. There was some cutaneous thickening about the neck and anterior 
part of the chest. 


DISCUSSION 

Dr. SAMUEL AyREs, JR.: I always look for arsenic in the urine in such 
cases. These women have lived in the same house for years and may have absorbed 
arsenic from wallpaper. Lately I saw a woman with scleroderma developing after 
two years of arsenical and other tonics for anemia. Arsenic may be a factor 
in some cases. 

Dr. Paut O'LEARY: Ina small group of cases of scleroderma, arsenic seems 
to be a factor. The first case is of the type in which sympathectomy should not 
be done; that is, one in which the scleroderma precedes the vasomotor change 
instead of following it. 

Dr. H. T. Puittips, Wheeling, W. Va.: The general practitioner often gives 
arsenic in treating patients with scleroderma. 
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A Case FoR Dracnosis. Presented by Dr. A. E. SCHILLER and Dr. W. G. 

SAUNDERS. 

F. B., a boy, aged 10, had had a constant pruritic eruption of small pustules 
for eight years. The lesions appeared in crops, with some tendency to grouping, 
and were most numerous in the summer. The extremities were especially involved. 
Wheals were present at times, and there were excoriations and crusts. No 
hematoporphyrin was found in the urine. 


DISCUSSION 

Dr. R. S. Wetss: This is an extreme case of lichen urticatus. 

Dr. I. R. Pets: Nikolski’s sign could not be demonstrated. I found two 
small bullae containing pus, but no flaccid ones. I have never seen a case of 
the Senear-Usher type, but our test readings in such cases have been negative. 

Dr. H. M. Rosrnson, Baltimore: Lately I saw a patient with lesions of 
the erythema multiforme type. 

Dr. A. E. SCHILLER: Last month the patient had many bullae. Under treat- 
ment with tryparsamide the eruption faded, but it is now recurring. 

Dr. H. M. Rosinson: We obtained no benefit from tryparsamide in three 
cases. 

Dr. SAMUEL AyRES, JR.: I have seen no favorable results from the use of 
tryparsamide. The renal function should be checked with phenolsulphonphthalein 
before arsenic is given. 


A CasE For DraGnosis. Presented by Dr. GEORGE VAN RHEE. 


Mrs. E. H., aged 45, previously in good health, had had sharply outlined, 
thickened, scaly and fissured patches on the soles and sides of the feet for twelve 
years. There were similar patches on the elbows and knees of six months’ dura- 
tion. She had had some arthritic pains two months before presentation. No 
fungi were found in the lesions, and the Wassermann reaction was negative. A 
biopsy specimen was shown. 


DISCUSSION 

Dr. SAMUEL AyREs, JR.: The condition appears to be psoriasiform neuro- 
dermite. 

Dr. E. D. Crutcurietp: The condition impressed me as being psoriasis. 

Dr. H. J. PARKHURST: The patches on the elbows and knees resemble neuro- 
dermite more than psoriasis. The eruption on the feet might have arisen from 
a fungous infection. These cases are especially numerous during the summer. 
Some later become typical cases of dermatitis herpetiformis. 

Dr. W. H. Guy: Patients with this condition are below par physically; we 
have cleared up several cases with liver extract and forced feeding, especially of 
butter and milk. 


ERYTHEMA INDURATUM. Presented by Dr. A. E. ScuHILLer and Dr. W. G. 
SAUNDERS. 
Mrs. J. S., aged 40, presented many scars on the lower third of both legs and 
some deep, indurated nodules. The process was of nine years’ duration; many 
ulcers had been present but were healed at the time of presentation. 


Pempnicus (SENEAR-USHER Type). Presented by Dr. A. E. ScuHrLier and 
Dr. W. G. SAUNDERS. 
Mrs. P. B., an Armenian woman, aged 74, had been in excellent health until 


six months before presentation, when a maculopapular eruption appeared on the 
face and back. This was followed by the formation of enormous bullae, which 
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slowly spread over the rest of the body with intense pruritic and burning sensations. 
There were exacerbations and remissions. 

A generalized eruption of bullae and crusts was present in patches of varying 
size. The entire back was covered by a mass of scaling, moist and bleeding 
lesions. The scalp was extensively involved. There was marked improvemen 
under treatment with tryparsamide and emollient baths. 


DISCUSSION 
Dr. F. E. SENEAR: This type of eruption resembles lupus erythematosus, 
with more bullous lesions. Apparently it is benign, but after several years, typical 
pemphigus vulgaris or foliaceus may develop. 
Dr. R. C. JAmMrEsoN: Originally, the condition on the feet suggested kerato- 
derma blenorrhagicum. Possibly this is a dermatophytid. 


A Case For Dracnosis. Presented by Dr. A. E. SCHILLER and Dr. W. G. 
SAUNDERS. 
S. N., a girl, aged 6 years, presented a generalized, pruritic, small, papulo- 
pustular eruption of four years’ duration. The scalp was exempt. There were 
excoriations and small scars. The skin was dry. 


DISCUSSION 

Dr. F. E. SENEAR: This is another case of lichen urticatus of the type to 

which Dr. Weiss has just alluded, in which the clinical picture may change to 
that of dermatitis herpetiformis. 


RECURRENT DERMATITIS MEDICAMENTOSA (ARSENICAL). Presented by Dkr. 
A. E. SCHILLER and Dr. W. G. SCHLEGELMILCH. 


In C. W., a Negress, a terrific exfoliating dermatitis had developed after fiv: 
injections of neoarsphenamine in a dosage of 0.6 Gm. The dermatitis cleared up 
following treatment with emollients and sodium thiosulphate, but recurred after 
the patient had been discharged from the hospital; no arsenic was administered. 





Book Reviews 


EXPERIMENTAL SYPHILIS AND FRAMBOESIA. By S. Matsumoto. Pp. 408. 
Kyoto: Inst. Dermatosyphil., Universitas Imperialis, 1930. 


This is a complete treatise on experimental spirochetosis. The author takes 
up every aspect of the subject in animals except treatment, but, of course, the 
book is chiefly devoted to syphilis and yaws. The first 250 pages considers the 
infectious manifestations; local, generalized, genital and extragenital lesions; the 
effect on lesions of location in different parts of the body and of the different 
methods of infection by scratch, contact or through the blood or the lymphatics. 
In short, it is a complete consideration of the manifestations not only of syphilis, 
but of experimental spirochetoses in animals. The last 150 pages is devoted 
to immunology. The author reviews and comments on the work of others, especially 
as to technic, results and interpretation, in all of their aspects. He takes up the 
various factors influencing the clinical manifestations, such as sex, age, climate 
and previous health, confining himself to a statement of the facts without attempting 
explanations. He gives full consideration to the experimental evidence of apparent 
reinfection and superinfection in syphilis and yaws, both of which he believes 
occur. The book is full of valuable tables; for example, there is an extremely 
useful table showing the resemblances and differences between syphilis and yaws 
in their clinical manifestations. It is rich in useful photographs and photomicro- 
graphs. These are but a few examples of the completeness of the book. It is 
a full study of the literature of the subject, presented on a background of extensive 
personal experience in experimental spirochetoses, and is an extremely useful book. 

The book is one of those which arouse one’s admiration by its scholarship 
and by the zeal and indefatigable labor that have gone into its making. 

Like many of the foreign books, it is bound in paper, and one regrets that 
a book of such importance has not been given the dignity of a cloth binding. 
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Place: Philadelphia. Time: June 8-12, 1931. 
AMERICAN DERMATOLOGICAL ASSOCIATION 


C. Morton Smith, President, 437 Marlboro St., Boston. 
W. H. Guy, Secretary, 500 Penn Ave., Pittsburgh. 
Place: Toronto. Time: June 15-17, 1931. 


BRITISH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 


Emerson J. Trow, President, Medical Arts Bldg., Toronto. 
Hamnett A. Dixon, Secretary, Medical Arts Bldg., Toronto. 


SECTIONAL DERMATOLOGIC SOCIETIES 
BALTIMORE AND WASHINGTON DERMATOLOGICAL SOCIETY 
Isaac R. Pels, President, 1010 St. Paul St., Baltimore. 
H. Hanford Hopkins, Secretary, Johns Hopkins Hospital, Baltimore. 
IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 
J. C. Kessler, President, University Hospital, Iowa City. 
J. W. Bailey, Secretary, 10th St. and Grand Ave., Des Moines, Iowa. 
New ENGLAND DERMATOLOGICAL SOCIETY 
Walter T. Garfield, President, 19 Bay State Rd., Boston. 
Rudolph Jacoby, Secretary, 270 Commonwealth Ave., Boston. 
SOUTHERN MEpICAL ASSOCIATION, SECTION ON DERMATOLOGY 


Chairman: Clifton Brooks Willmott, 608 S. 4th Ave., Louisville, Ky. 
Emmet R. Hall, Secretary, 1001 Exchange Bldg., Memphis, Tenn. 


STATE DERMATOLOGIC SOCIETIES 
LovuIstaNA DERMATOLOGICAL SOCIETY 


Thomas A. Maxwell, President, 1119 Union Indemnity Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, Maison Blanche Bldg., New Orleans. 


MeEpDICcAL SOCIETY OF THE STATE OF NEW YorRK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Earl D. Osborne, Chairman, 471 Delaware Ave., Buffalo. 
Leo Spiegel, Secretary, 241 W. 100th St., New York. 

* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 





MEDICAL 







Sigmund S. Greenbaum, President, 1714 Pine St., Philadelphia. 
Stanley Crawford, Secretary, 200, 9th St., Pittsburgh. 














SECTION ON DERMATOLOGY 





MEDICAL SOCIETY, 
AND SYPHILOLOGY 





MICHIGAN STATE 









Cyril K. Valade, Chairman, 1604 Eaton Tower, Detroit. 
rge H. Belote, Secretary, University Hospital, Ann Arbor. 





Geo 









SOCIETY 






DERMATOLOGICAL 





MINNESOTA 











Edward C. Gager, President, 350 St. Peter St., St. Paul. 
D. D. Turnacliff, Secretary, Yeates Bidg., Minneapolis. 





DERMATOLOGICAL ASSOCIATION 


lames Stevenson, President, 108 W. 6th St., Tulsa. 
W. A. Showman, Secretary, 108 W. 6th St., Tulsa. 


OKLAHOMA 









LOCAL DERMATOLOGIC SOCIETIES 


SOCIETY 





ATLANTA DERMATOLOGICAL 
Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Charles A. Wilkins, Secretary, Medical Arts Bldg., Atlanta, Ga. 















SOCIETY 





DERMATOLOGICAL 





BRONX 






Henry Silver, Chairman, 290 West End Ave., Bronx, New York. 
Theodore Rosenthal, Secretary-Treasurer, 243 West End Ave., Bronx, New York. 











SOcIETY 





3ROOKLYN DERMATOLOGICAL 






Abraham Walzer, President, 217 Clinton St., Brooklyn. 
\. M. Persky, Secretary, 1750 Ocean Pkwy., Brooklyn. 









SOCIETY 





CHICAGO DERMATOLOGICAI 











Clark W. Finnerud, President, 25 E. Washington St., Chicago. 
E. A. Oliver, Secretary, 55 E. Washington St., Chicago. 
















CINCINNATI DERMATOLOGICAL SOCIETY 






H. Jerry Lavender, President, 716 Provident Bank Bldg., Cincinnati. 
L. E. Valker, Secretary-Treasurer, 916 Provident Bank Bldg., Cincinnati. 












SOCIETY 





DERMATOLOGICAL 





CLEVELAND 







|. R. Driver, President, Hanna Bldg., Cleveland. 
Robert E. Barney, Secretary, Osborn Bldg., Cleveland. 








SOCIETY 





DERMATOLOGICAL 





DETROIT 





Cyril K. Valade, President, 1604 Eaton Tower, Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River, Detroit. 

















DERMATOLOGIC SECTION 





Los ANGELES County MEDICAL ASSOCIATION, 





George F. Koetter, Chairman, 1136 W. 6th St., Los Angeles. 
H. Sutherland-Campbell, Secretary, 1936 Wilshire Blvd., Los Angeles. 
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MANHATTAN DERMATOLOGICAL SOCIETY 
Jerome Kingsbury, Chairman, 853 7th Ave., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 

New YorRK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 

John Frank Fraser, Chairman, 100 W. 59th St., New York. 
A. B. Cannon, Secretary, 371 Park Ave., New York. 

NEw YORK DERMATOLOGICAL SOCIETY 
Jerome Kingsbury, President, 853 7th Ave., New York. 


John Frank Fraser, Secretary, 100 W. 59th St., New York. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Carroll S. Wright, President, 1402 Spruce St., Philadelphia. 
Jacques P. Guequierre, Secretary, 1930 Chestnut St., Philadelphia. 


PITTSBUGH DERMATOLOGICAL SOCIETY 
Louis Willard, Chairman, 500 Penn Ave., Pittsburgh. 
James H. Fiscus, Secretary, 121 N. Main St., Greensburg, Pa. 
St. Louts DERMATOLOGICAL SOCIETY 


Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman, Jr., Secretary-Treasurer, 3720 Washington Blvd.,:St. Louis. 


SAN FRANCISCO DERMATOLOGICAL SOCIETY 


Thomas Clarke, Madison-Lake Apts., Oakland, Calif. 
H. J. Templeton, Secretary, 3115 Webster St., Oakland, Calif. 














